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EEPOET 



OV THE 



COUNCIL OF THE CLINICAL SOCIETY^ 

Mat, 1892. 



THE COUNCIL are again able to report progress and 
prosperity in the Society's affairs. 

The Members now number 524^ of whom 16 have been 
elected since the last report. There have been two resigna- 
tions^ and the Council regret that eight Members have been 
lost through deaths viz. Sir Prescott Hewett, Bart., a former 
President of the Society, Dr. Sutton and Mr. Berkeley Hill, 
both of whom were Vice-Presidents at the time of their 
decease, Mr. William Adams (Regent's Park Boad), Sir 
Morell Mackenzie, Mr. Edward Milner, Dr. Hugh J. Sander- 
son, and Dr. Sawtell. 

A reference to the balance-sheet will show that the finan- 
cial condition of the Society is sound; the current income 
has been more than enough for the working expenses, a sum 
of £240 128. 9d. remaining to be carried forward. The in- 
vested capital continues as before — £600. 

In consequence of the alteration in the date of the Annual 
Meeting from January to May, in accordance with the revised 
Boles adopted by the Society at the Annual Meeting of 
January 9, 1891, it has been thought advisable that the 
financial year should terminate on April 30 instead of on 
December 31, as has hitherto been the custom. The present 
financial statement, therefore, extends over the period from 
January 1, 1891, to April 30, 1892. 

In order to avoid any possible misunderstanding with 
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regard to the real position of the finances of the Society^ it 
is proper to state that the nnnsnally large balance in hand 
(£240 128. 9(2.) to a great extent depends npon the fact that 
the balance-sheet includes the receipts daring the whole 
period of sixteen months^ whereas the expenditare is practi- 
cally limited to twelve months^ as no payments^ beyond small 
sams as petty cash^ have been made since December 31^ 1891. 
Accounts to the amount of £85 or thereabouts will almost 
immediately become due^ so that the working balance actually 
at the disposal of the Society may be regarded approximately 
as £150^ a sum considerably in excess of that carried forward 
in the last report. 

The Committee appointed to investigate the incubation 
period of certain infectious diseases^ having concluded their 
labours, have sent in a report, which appears to the Council 
to be of so much value that they have determined to incur 
the expense of its publication in a separate volume, as was 
done in the case of the report of the Myxcedema Committee 
in 1888. At the request of the Council, Dr. Dawson Williams, 
the Honorary Secretary to the Committee, has kindly con- 
sented to see the volume through the press, in order that it 
may be in the hands of the Members of the Society without 
unnecessary delay. 
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COMMUNICATIONS. 



I. — Three cases of Neuritis and SpuHous ArthHtis. 
By T. J. Maclagan, M.D. Bead October 9, 1891. 

STBUCTURAL changes in the joints are occasionally found 
to occur in association with^ and as a sequence of^ 
lesions of nerves and nervous centres. Such joint troubles 
are usually regarded as a low form of inflammatory mischief 
resembUng rheumatism. 

Charcot^^ describing them as they occur in connection with 
brain lesions^ says that they are chiefly found in cases of 
hemiplegia where the paralysis is consequent on encephalitis 
or brain-softening. Brown-Sequard,t referring to the pain 
sometimes experienced when paralysed limbs are pressed 
upon or moved^ says that such pains " depend upon a sub- 
acute inflammation of the muscles or jointe which is often 
mistaken for a rheumatic affection. This sub-inflammation 
in paralysed limbs is often the result of an irritation of the 
vaso-motor or nutrition centres of the encephalon." Dr. J. 
B. Mitchell^j: as far back as 1831^ called attention to the 
occurrence of joint changes in connection with injuries of 
the spine. More recently attention has been prominently 
directed to this subject by his son. Dr. Weir Mitchell,§ who 
describes the ''curious inflammatory states of the joints'' 
which follow injuries to nerves, especially those of the arm. 
''It is quite clear/* he says, "that injuries of the spine, 
diseases of this organ and of the brain, and wounds or any 
form of lesions of nerves, are capable of developing in the 

* Lectures on JXsecues of ike Nervout System, 
t Lameei, yoL u, 1861. 

X American Journal of Medical Sciences, vol. viii. 
§ On Infuries of Nerves. 
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joints inflammatory conditions^ usaally subacute^ and whicli 
so precisely resemble rheumatic arthritis in their symptoms 
and results that no clinical skill can discriminate between 
the two." 

My own experience of the joint afEection which follows 
lesions of nerves or nerve-centres would not lead me to 
endorse Weir Mitchell's view, either as to its inflammatory 
nature or as to its clinical resemblance to rheumatic inflam- 
mation. Let me give the following cases as illustrative 
examples. 

Case 1 . — ^A lady, aet. 60, had an attack of cerebro-spinal me- 
ningitis characterised by the occurrence of great pain in the 
head, high temperature (103° to 105°), muttering delirium, and 
marked prostration. For a week she was in imminent danger, 
but ultimately and slowly recovered. I had seen her during 
the acute stage of her illness, and there was then nothing the 
matter with her hands or joints; but during convalescence 
she complained much of pain in the arms, shoulders, and 
neck, and felt her fingers stiff. These pains were regarded 
and treated as rheumatic. Two months after their com- 
mencement she again came under my notice. Her general 
health was fairly good, though she was still weak and easily 
tired. Her chief complaint was of inability to use the hands, 
and of pain in them, and in the arms, shoulders, and neck. 
She could not raise the hands to the head, and the shoulder 
movements were much restricted. The joint was not affected ; 
it could be freely moved by me, but doing so gave pain, not 
in the joint, but in the structures around. There were tender 
spots over the scapular and deltoid muscles and down the 
arm. Pains were worse at night, and she could not sleep 
without a sedative. The fingers were partially flexed in a 
claw position, and could be moved only very slightly by 
voluntary efforts; such efforts caused no pain. By using a 
little force I could straighten them ; this caused much pain. 
Voluntary efforts to shut the hand were painless but quite 
ineffectual; forcible efforts by me were more successful, 
though the hand could not be completely closed; such 
efforts caused acute pain. The palmar fascia could be felt 
hard and contracted. The thumb was drawn inwards, and 
was in a line with the palmar surface of the index finger. 
The muscles of the thumb and little finger were much wasted. 
The skin of the hand, and especially of the fingers, was 
glossy and mottled. The fingers were tapering, and the 
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whole liand small. Efforts at yolnntary movement were pain- 
less bnt ineffectual. All forcible movement cansed acate 
pain. The joint stiffness was most marked in the knnekle- 
joints. The affected joints were not in the least painfnl; 
there was no pain even on pressure, but acute pain on forcible 
movement : they were not at all swollen. The general wast- 
ing of the soft structures of the hand gave, indeed, an 
appearance of prominence to the knuckle-joints, but measure- 
ment showed that these joints were decreased rather than in- 
creased in size. The left hand was more affected than the 
right; its knuckle-joints were stiffer and more painful on 
forcible movement, but its measurement was less. The cir- 
cumference of the right hand round the knuckle-joints was 
6f inches, of the left at the same point 6^. The left hand 
might naturally be a little smaller than the right ; but had 
the ailment, which affected the knuckle-joints of both, caused 
any swelling of these joints, this swelling would have been 
greater in the hand most affected, and the circumference of 
the left hand would have been at least as great as that of the 
less affected right hand. 

This was a case of neuritis affecting the nerves of the 
arms. The joint troubles were secondary to this. 

Treatment consisted in keeping up the general health, and 
in the use of massage, electricity, and thermal baths. Under 
this treatment she gradually improved. The pains and 
stiffness completely disappeared from the arms and shoulders. 
The hands and fingers improved very slowly, but persistent 
continuance of the local treatment ultimately led, not to their 
complete restoration, but to the recovery of a sufficiently 
useful amount of movement in the fingers. 

Case 2. — A lady, aet. 62, suffered from a not advanced 
stage of paralysis agitans. Besides this she complained 
much of pain down the left arm, extending from the shoulder 
to the fingers, increased by movement or the jolting of a 
carriage, and always worse at night. The brachial nerves 
were tender on pressure, and all round the shoulder and 
scapular region of the left side there were numerous spots 
tender to the touch. The left hand was smaller than the 
right; the circumference of the right at the knuckles was 
7 inches, of the left under 6|. The skin of the right 
hand was natural in appearance, that of the left was shiny 
and glossy, and of a mottled red; the fingers were taper- 
ing, the muscles of the thumb and little finger wasted. 
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and the joint moyements much impaired. This condition 
was most marked in the knuckles. By voluntary effort the 
fingers coald not be completely extended^ and the hand 
could not be more than three parts closed; such efforts 
caused no pain^ and there was no pain on pressure 
over the stiffened joints. Forcible movement caused great 
pain. 

Under treatment the pain disappeai*ed^ and the state of 
the hand improved. The paralysis agitans, of course^ con- 
tinued. 

Case 3. — A lady^ aet. 25^ had in India an attack of kaki 
followed by multiple neuritis. When she came under my 
care there was very little sensation in the toes or on the 
dorsum of either foot ; the anterior tibial muscles scarcely 
responded to the f aradic current ; both legs were much 
wasted^ and she was quite unable to walk. But it is the 
state of the arms which chiefly calls for attention. These 
were wasted, and were the seat of aching pains. The 
muscles responded feebly to the faradic current, and the 
parts supplied by both ulnar nerves were almost void of 
sensation. 

The skin of both hands was glossy and mottled, the 
fingers tapering, and the joints of the knuckles so stiff as to 
be useless. There was no pain in these joints, and no swell- 
ing. Such slight voluntary movement of the fingers as could 
be accomplished caused no discomfort; forcible movement 
caused great pain. Even by such movement the hand could 
not be completely closed. The right hand was rather worse 
than the left. The circumference of both at the knuckles 
was 6^ inches. The muscles of the thumb and little finger 
were much wasted. 

After a long course of massage and electricity and two 
courses of thermal waters she had almost recovered; the 
muscles regained their tone, she could walk perfectly, and 
the voluntary movements of the hand and fingers were com- 
pletely restored. The last thing to disappear was the numb- 
ness of the tips of the little fingers. 

These three patients all suffered from neuritis affecting the 
nerves of the arm. In each of them the nerve lesion was 
followed by changes in the joints — changes which were dis- 
tinctly a result of the nerve lesion, and were remedied by 
treatment directed to that lesion. Besides the joint affection 
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and the pain of the neuritis^ it will be observed that the other 
changes noted were wasting of the muscles of the hand and 
a glossy state of the skin of the fingers and hand. The 
condition is the same as that noted by surgeons in connection 
with injuries of the nerves^ and which has been well described 
by Sir James Paget.* " Glossy fingers/* he says, *' appear 
to be a sign of peculiarly impaired nutrition and circulation 
due to injury of the nerves. They are not observed in all 
cases of injured nerves, and I cannot tell what are the pecu- 
liar conditions of the cases in which they are found ; but they 
are a very notable sign, and are always associated, I think, 
with distressing and hardly manageable pain and disability. 
In well-marked cases the fingers which are affected are usually 
tapering, smooth, hairless, almost void of wrinkles, glossy, 
pink or ruddy, or blotched as if with permanent chilblains. 
They are conmionly also very painful, especially on motion, 
and pain often extends from them up the arm. In most 
of the cases this condition of the fingers is attended with very 
distinct neuralgia, both in them and in the whole arm, and 
its relation to disturbance of the nervous condition of the 
part is, moreover, indicated by its occasional occurrence in 
cases where neuralgia continues after an attack of shingles 
affecting the arm.'* This is the best description on record of 
the state of the limb observed in surgical lesions of the nerves 
of the arm. It is a perfect delineation, too, of the appearance 
presented by the hands in the three cases of neuritis which I 
have given. 

Impaired nutrition consequent on a nerve lesion is the con- 
dition with which we have to deal ; from this impaired nutri- 
tion all the structures of the hand suffer : the muscles waste, 
the skin loses its natural folds and wrinkles, and becomes 
thin and glossy ; not only do the fingers taper, but the whole 
hand is diminished in size. All this results not from any local 
disease in the hand, bat from malnatrition consequent on the 
nerve lesion. The skin and muscles are not the only struc- 
tures affected; the ligaments and fibrous textures and the 
bones suffer too. And it is as a consequence of malnutrition 
affecting these that there is developed the condition of the 
joint structures, the so-called spurious arthritis, with which 
we are now dealing. 

The fibrous structures of the palm contract, causing 
obstinate contraction of the fingers, and at the same time 
narrowing the whole hand by dragging its radial and ulnar 

• MmL. TUmm and GaaetU, vol. i, 1864. 
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aspects towards each other. Malnutrition and consequent 
contraction of the fibrous textures are not likely to be confined 
to those of the palm ; they will also affect the ligaments of the 
joints. Shortening or contraction of these ligaments would 
materially interfere with joint movements, and such inter- 
ference would be most notable where movement is naturally 
most free ; hence it is that the stiffness characteristic of this 
condition is most marked in the joints of the knuckles and 
fingers. The function of the ligaments is to keep the ends of 
the bones in their proper place, and to prevent undue move- 
ment. Let the ligaments be shortened, and they carry this 
restraining function to excess, and prevent even natural 
movements. Forcing a healthy joint to perform more than 
natural movement gives rise to much pain ; the cause of the 
pain is the straining and stretching of the ligaments. If the 
ligaments are shortened by disease the natural movements 
can be performed only by force, and such force causes the 
same pain as results from the unnatural and forcible move- 
ment of a healthy articulation. In spurious arthritis there is 
pain on forcible movement because such movement stretches 
and strains the shortened ligaments ; there is no pain except 
on such movement, because there is no disease in the joint 
structures, nothing to cause pain. 

The bones also suffer from the general malnutrition. The 
fingers are thin and tapering, the size of the affected hand 
is diminished, and its circumference at -the level of the 
stiffened knuckles is found on measurement to be decreased 
rather than increased. Malnutrition and diminished size of 
the articular ends of the bones must materially interfere with 
the functional activity of the joints formed by them. In 
combination with the contraction of the ligaments the con- 
dition of spurious arthritis is produced with which we are 
now dealing. 

So far as their clinical features are concerned it is evident 
that there is not much resemblance between the joint in- 
flammation which is met with in rheumatism and the joint 
troubles which follow nerve lesions, and that there can be 
no difficulty in discriminating between the two. 

Rheumatic Inflammation. Spurious^ Arthritis, 

1 . Rheumatic inflammation afi^ects 1. Spurious arthritis affects chiefly the 

chiefly the large joints. small joints of the hand. 

2. The evidence of inflammation is 2. In spurious arthritis there is no in- 

distinct, flammation. 
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BiemwufHe Im/l mm mali on. 

3. In rbenmatisiii constant pain in the 

affected joint is the leading feature 
of the disease. 

4. In rheomatic inflammation there is 

swelling of the affected joint. 

5. Bhenmatie inflammation speedily 

subsides, and the joint soon re- 
turns to its normal state. 

6. When staffness occurs in connection 

with rheumatic inflammation it is 
generally as a remote result of 
repeated attacks. 

7. In rheumatic inflainmstion there are 

no nerve symptoms, and n6 evi- 
dence of any disturbance amtece- 
dent to the rheumatism. 
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3. In spurious arthritis there is no 

pain in the joints except on forci- 
ble movement. 

4. In spurious arthritis there is not 

only no swelling, but the joint 
may even be diminished in size. 

5. In spurious arthritis the joint is 

brought back to its normal condi- 
tion slowly and with much diffi- 
culty. 

6. In spurious arthritis stiffness is the 

first thing complained of, and it 
remains the leading feature. 

7. Spurious arthritis is a sequence of a 

nerve lesion of some kind. 



Their natural histories, too, are quite distinct. Spurious 
arthritis comes on as a tardy sequence of a nerve lesion, and, 
like the changes in the skin and muscles, is due to mal- 
nutrition resulting from that lesion. Bheumatic arthritis 
essentially consists in inflammation, more or less acute, of the 
fibro-serous structures. Notwithstanding these marked points 
of difference some observers have tried to trace a resemblance 
between the two, and have even gone so far as, on a very 
slender foundation, to construct a theory as to the neurotic 
origin of acute rheumatism. 

If left to itself acute rheumatism may run on for four or 
five weeks, during which time most of the large joints of the 
body, and possibly the heart, may be the seat of inflamma- 
tion more or less severe ; the patient suffers acute pain, and 
fever continues during the whole time ; and yet, as a rule, 
there is at no time any symptom which a clinical observer 
would attribute to disturbance of nerve-centres. I ask any un- 
prejudiced or unbiassed mind, is it reasonable to suppose, nay, 
is it not unreasonable to ask us to believe, that a lesion of the 
nervous centres could cause all this serious disturbance of the 
system and of important organs, and keep it up for weeks, 
not unfrequently producing death by such disturbance — is it 
reasonable to suppose that a lesion of nerve-centres could do 
all this, and yet not cause a single symptom directly referable 
to these centres, or leave behind any trace of its existence ? 
In spurious arthritis, with a joint trouble not to be compared 
in severity with that noted in acute rheumatism, there is, 
both before the arthritic trouble appears and during its con- 
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tinuance, very distinct evidence of the existence of a nerve 
lesion. Of all acute febrile ailments acnte rheumatism is 
indeed the one in which the nervous centres give least 
evidence of disturbance. As Arnozan has remarked, ^^ before 
pronouncing the articular lesions of rheumatism to be de- 
pendent on lesions of nerve-centres we must first show that 
these centres are really affected*^ (Arnozan, Des Lesions 
trophiques consecutives aux Maladies du Systeme nerveux, 
p. 110, Paris, 1880). 

On one very important point in connection with spurious 
arthritis I would especially insist — by patient persistence in 
treatment the joints can be in some cases quite restored to 
their normal state. 
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II. — Two cases of Disease of the Fesiculae Seminale-^ 
{Chronic Vesiculitis). By Alfred Parkin, M.D.,M.S. 
Bead October 9, 1891. 

AFFECTIONS of the vesiculsB seminales, though probably 
not uncommon^ are so seldom spoken of that it seems 
worth while to put the two following cases on record. They 
are interesting partly from the point of view of diagnosis^ 
and partly on account of the symptoms. 

A. W. A., set. 33, came under my care in August, 1890, 
complaining of severe pain in the left groin, shooting down 
into the testicle of the same side. Eighteen months pre- 
viously he had had an attack of gonorrhoea, followed by a 
painful very large swelling of the right testicle. An abscess 
formed and burst, leaving a small opening on the right side 
of the scrotum. 

On examination of the right testicle there was found to be 
a nodular swelling in the globus minor, connected by a band 
of thickened tissue with a sinus opening on the surface of the 
scrotum, said to discharge a little pus occasionally. 

No thickening of the cord or of the globus major was 
perceptible. 

The left testicle and cord appeared healthy, the body of 
the testis being a little flabbier and smaller than that of the 
right. 

The pain complained of was referred to the left testicle 
and upwards along the course of the cord ; it was so severe 
as to interfere considei'ably with walking or any other active 
exercise, and was generally of a dull aching character with 
occasional sharp aggravations. 

Per rectum above the prostate, which was of normal size, 
there could be felt an elongated somewhat irregular mass in 
the situation of the left vesicula seminalis. It was not hard 
or nodular, and gave the impression of being a seminal vesicle 
distended with fluid. This enlargement could be very readily 
made out by manipulation between a sound in the bladder 
and a finger in the rectum. The right vesicle could only just 
be felt. 

The patient had no vesical irritability or pain in the penis ; 
he, however, complained much of seminal emissions, which 
occnrred once or twice a week. He noticed that the pain 
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complained of was considerably relieved by an emission. 
The urine was clear, without deposit, and did not contain 
any albumen. 

T. P., aet. 28. Admitted into Guy's Hospital under the 
care of Mr. Howse, who has kindly given me permission to 
publish the case. 

Nine years ago the patient had an attack of gonorrhoea 
which lasted nine months; a year ago he had a second 
ai;uacK. 

On admission the symptoms were mainly referable to a 
stricture of the urethra which admitted only a No. 4 catheter ; 
it was for this that he came under treatment. There is a 
nodular mass in the right epididymis occupying the globus 
minor and globus major ; the globus minor is connected to 
the scrotum at a point where there is a sinus, and close to 
this are the marks of two old sinuses which have healed. 
The right cord feels healthy. On the left side there is a 
smaller mass in the globus minor, also connected with [the 
overlying skin and opening by one sinus. Extending up 
fi*om this the vas deferens can be felt as an enlarged rounded 
cord, the thickening extending upwards as far as the cord can 
be traced. 

Per rectum an irregular hard mass can be felt in the situ- 
ation of the left vesicula seminalis and vas deferens^ not 
tender to touch, and apparently too hard to contain much 
fluid. The right vesicle can only jast be felt. Pressure on 
the mass on the left side of base of bladder causes an intcfnse 
desire to micturate, but this is probably due to the condition 
of the bladder being one of chronic cystitis. The urine was 
albuminoas, and contained a quantity of pus. 

During the time the patient has been under observation 
(three months) there has been little change in the condition 
of the testes or seminal vesicles; if anything, the nodules 
spoken of have become a little smaller. There is no family 
history of phthisis, no loss of flesh or night sweats, and no 
evidence of tubercular disease in other organs. 

Both these cases are examples of chronic inflammatory 
disease of the seminal vesicles, analogous in many respects to 
the chronic salpingitis and matted appendages met with in 
the female. In the second case the nodular swelling at the 
base of the bladder was in all probability the matted vesicle 
and vas deferens. 
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The primary canse was in both instances an attack of 
gonorrhoea, which very probably gave rise to an acute vesi- 
cnlitis. I may mention that I have had recently brought 
under my notice a case of acute vesiculitis following gonor- 
rhoea associated with acute prostatitis ; the large tender swell- 
ing extending upwards and outwards from the enlarged 
prostate was very distinct^ but the symptoms were obscured 
by those of the prostatitis. Such cases are probably by no 
means rare. 

The most obvious symptom in the first of the chronic 
cases was the severe neuralgia of the testicle^ due apparently 
to closure of the common ejaculatory duct with retention 
behind the obstruction, giving rise to the cystic swelling of 
the vesicnla. That the obstruction was probably not com- 
plete seems evidenced by the periodical seminal emissions, 
which relieved the pain considerably, and by certain varia- 
tions in size which were noticed in the swelling at different 
periods. 

The pain has resisted all local treatment, and may ulti- 
mately demand relief by castration, as the patient appears to 
be in danger of being reduced by it to a condition of sexual 
hypochondriasis. This case certainly suggests that an exa- 
mination of the structures at the base of the bladder should 
be made in those persons with severe neuralgia of the testis 
not due to any obvious cause. 

The difficulty in diagnosis may in some cases be very 
great. There can be seldom any trouble in acute vesicular 
disease, and a rectal examination will remove all doubt ; but 
in chronic cases, especially when associated with chronic 
epididymitis, it is difficult at first to exclude tubercular 
affections, for there may be marked thickening of the vas 
deferens in each disease associated with nodular thickenings 
of the epididymis and scrotal sinuses. In the second case 
this difficulty was increased by the presence of cystitis due to 
a stricture of the urethra. 

Some help may be obtained from the fact that a tuber- 
cular vas deferens is thickened very irregularly, whilst a vas 
thickened by chronic ascending inflammation presents a uni- 
form increase of size that appears to be characteristic. 

Both the patients presented somewhat similar local ap- 
pearances, but having been watched now for over four 
months with gradual improvement rather than increase in size 
of the nodules, it does not appear at all likely that the dis- 
ease can be tubercular. It must, however, be borne in 
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mind that tnbercle bacilli may at any time find a growing- 
ground in chronic inflammatory products. The points which 
help in the diagnosis from tubercle of the same organs are 
apparently the onset of the disease in an acute attack follow- 
ing gonorrhoea ; absence of caseation in the nodules of the 
epididymis, with often closure of the sinuses ; want of pro- 
gressive tubercular infection, and gradual improvement under 
treatment. 

I may mention that in the case of the distended vesicula 
it did not appear to me that aspiration would be likely to do 
good, as such treatment is only palliative ; besides that I 
had reason to believe that the obstruction was not complete. 
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III. — Two cases of Compound Fracture of the Skull, in 
which the fragments were carefully replaced in situ 
and became firmly reunited. By W. Bruce Olabkb, 
M.B., F.R.O.S. Bead October 9, 1891. 

CASE 1. — ^J. N., set. 22, was admitted to St. Bartholomew's 
Hospital with a severe compound fracture of the frontal 
bone. He was a plate-layer on the Metropolitan Bailway, and 
was caught by the buffer of an engine and knocked down. 

He was quite conscious when admitted, but somewhat pale 
and collapsed. His pulse was slow and weak, but the pupils 
were unaffected, and there was no paralysis. There was a 
wound on the upper part of the forehead, and extending a 
little distance up under the hair about 3 inches by 4, and 
a very evident depressed fracture of the frontal bone. There 
were two smaller cuts, one over the left eye, the eyelid of 
which was completely divided, and another on the chin. 

The patient was taken into the operating theatre and 
placed under the influence of chloroform, after which the 
head was completely shaved, and the dirt as far as possible 
removed by several washings with a nail-brush and soft soap, 
which was freely applied to the inside of the wound. The 
edges were then turned back and thoroughly examined, every 
bit of dirt being carefully picked out, and where this seemed 
to be impossible the stained tissues were cut away with scis- 
sors. By this time it was quite clear that the fracture was 
far more estensive than it had at first sight appeared to be. 
It was now seen to cover an area about 1 inch by 2. Dirt 
and grease were so driven in between the fragments of frac- 
tured bone that it was impossible to cleanse them without 
removal. Six large fragments besides some smaller ones 
were therefore elevated and picked out. The surface of the 
dura mater was found to be covered in places with grit and 
grease, and was duly cleansed. Beyond two or three small 
punctures there was no wound in it. The pieces of bone 
were scraped with a chisel to free them from dirt, and placed 
in warm perchloride and water, 1 in 3000, until the whole 
wound had been once more thoroughly cleansed, once with 
water and subsequently with perchloride lotion, 1 in 2000. 
After this the bits of bone were carefully replaced, each in 
its exact original situation, and some force had to be employed 
to press them down to their proper level and. wedge them 
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iogetlier firmly. Every fragment was replaced except^ per- 
haps^ two or three insignificant pieces that were lost. Alter 
all the yessels had been secnrely twisted the edges of the 
flaps were bronght together with silk sntores. An iodoform 
pad and some bine wool completed the dressing, after which 
very firm pressnre was applied with a capelline bandage. 

The patient passed an excellent night, and the next 
morning his pnlse was 88, the temperature 99*6^. 

On the 19th, t. e. forty-eight hours after admission, 
the temperatare rose to 100' 2^, and the wound was dressed. 
It was perfectly free from pain, and there was no suppura- 
tion. It had practically healed. The stitches were all 
removed, and the wound was done up in a permanent 
dressing. 

July 26. — ^The wound was again dressed, and was found 
to be firmly healed. The temperature had not risen to 100^ 
since the last dressing. 

The next day the patient was allowed to get up, and on 
Augast 2 (sixteen days after the accident) he left the hos- 
pital, feeling perfectly well. There was at this time no pain 
except when very firm pressure was exerted over the site of 
the fracture. 

In less than four weeks he returned to his work as a plate- 
layer, feeling none the worse for his accident, and has been 
regularly at work ever since. At the present time (October, 
1891) the bones appear to be firmly united. There is no pain 
on firm pressure. 

Case 2. — B. B., 89t. 7, was admitted on Septembers, 1890, 
with a compound fracture of her left parietal bone, which had 
been caused by a flower-pot which her mother had accidentally 
dropped on her head from a third-floor window. She was 
rendered unconscious, and was in this state brought to St. 
Bartholomew's Hospital, but she shortly afterwards recovered 
consciousness. There was a cut over the left parietal bone 
about an inch and a half in length, and the subjacent bone 
could be clearly seen to be considerably depressed. 

After the head had been shaved and the wound opened 
up, the fragments were seen to be driven in over an area 
about an inch and a half in diameter. In the centre of the 
fracture it was depressed to the extent of fully half an inch. 
The fragments were so closely jammed together that it was 
quite impossible to elevate them without making some small 
hole for the introduction of an elevator. Not wishing, how- 
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III. — Two cases of Compound Fracture of the Skull, in 
which the fragments loere carefully repUiced in situ 
and became firmly reunited. By W. Bruce Olabkb, 
M.B., F.R.aS. Bead October 9, 1891. 



/\A.SE 1. — J. N., 8Bt. 22, was admitted to St. Bartholomew's 
\J Hospital with a severe compound fracture of the frontal 
bone. He was a plate-layer on the Metropolitan Bailway, and 
was canght by the buffer of an engine and knocked down. 

He was quite conscious when admitted, but somewhat pale 
and collapsed. His pulse was slow and weak, but the pupils 
were nna^ected, and there was no paralysis. There was a 
wound on the upper part of the forehead, and extending a 
little distance up under the hair about 3 inches by 4, and 
a very evident depressed fracture of the frontal bone. There 
were two smaller cuts, one over the left eye, the eyelid of 
which was completely divided, and another on the chin. 

The patient was taken into the operating theatre and 
placed under the influence of chloroform, after which the 
head was completely shaved, and the dirt as far as possible 
removed by several washings with a nail-brush and soft soap, 
which was freely applied to the inside of the wound. The 
edges were then turned back and thoroughly examined, every 
bit of dirt being carefully picked out, and where this seemed 
to be impossible the stained tissues were cut away with scis- 
sors. By this time it was quite clear that the fracture was 
far more estensive than it had at first sight appeared to be. 
It was now seen to cover an area about 1 inch by 2. Dirt 
and grease were so driven in between the fragments of frac- 
tured bone that it was impossible to cleanse them without 
removal. Six large fragments besides some smaller ones 
were therefore elevated and picked out. The surface of the 
dura mater was found to be covered in places with grit and 
grease, and was duly cleansed. Beyond two or three small 
punctures there was no wound in it. The pieces of bone 
were scraped with a chisel to free them from dirt, and placed 
in warm perchloride and water, 1 in 3000, until the whole 
wound had been once more thoroughly cleansed, once with 
water and subsequently with percUoride lotion, 1 in 2000. 
After this the bits of bone were carefully replaced, each in 
its exact original situation, and some force had to be employed 
to press them down to their proper level and. wedge them 
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1889^ p. 166) refers to their labours in this direction^ but 
states that he has never sncceeded in making a piece of bone 
which has been removed from the human skull reunite with 
the surrounding bones. After one of his attempts in this 
direction meningo-myelitis followed, and he does not appear 
to have repeated it. Indeed^ he goes so far as to imply, even 
if he does not state it in so many words, that the risk of 
the procedure is so great as to render it unjustifiable, more 
especially as, if the pericranium is carefully replaced, bone 
grows round at the edges of the trephine hole, and a dense 
membrane towards the middle. It can, however, hardly be a 
matter of doubt that a complete bony vault to the skull is far 
better than a membranous one, and with complete asepsis the 
plan does not seem to be fraught with danger. From what I 
have seen in other compound fractures, I am inclined to think 
that in the accurate fitting together of the fragments lies the 
key-note of success. 

P.S. (October 7, 1891). — Since writing the above I have 
had another successful case, which was treated in a precisely 
similar manner. 
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IV. — A case of Oastrostomy ^ with especial reference to 
an experimental Investigation of the Movements and 
of the Contents of the Stomach. By H. Handfobd, 
M.D. Bead October 23, 1891. 

THE following case presents some points of interest in the 
conrse and progress of the stricture^ and in the striking 
relief afforded by cocain. Bnt it is chiefly of valne on ac- 
comit of the very snccessfnl result of the operation, and the 
long snrvival of the patient. This enabled me to investigate 
by means of an india-rnbber balloon passed through the 
gastrostomy wound both the proper and the communicated 
moTements of the stomach. The remarkably good state of 
nutrition of the patient^ maintained so long on a fluid diet^ 
determined me to examine the contents of the stomach at 
varying periods after meals of different composition. And 
although nothing very striking or unexpected has resulted I 
haye thought the facts worthy of record. 



Gasi. — J. P.^ 8Bt. 53, an army pensioner, wa« admitted 
into the General Hospital, Nottingham, under my care on 
September 7, 1889, complaining of cough, and of difficulty 
and pain in swallowing. He had malarial fever in India, 
syphilis twenty-six years ago, and had used alcohol rather 
freely. He used to weigh 11 st. 6 lbs., but now only 8 st. 
12 lbs. 

His present illness began two months before admission 
with loss of flesh and gradually increasing difficulty in swal- 
lowing. He could take ordinary food without having the 
meat minced, but experienced pain behind the lower part of 
the sternum on swallowing. A few weeks later this pain was 
felt always in the fourth right intercostal space, beginning 
from the right edge of the sternum and passing straight out- 
wards to the right nipple. He had no pain in the back, or 
sickness, or regurgitation of food. There was considerable 
emphysema and slight bronchitis. The heart dulness was 
gone, and the liver was pushed down. The vessels were athe- 
romatous. The heart-sounds were weak even at the base. 
The percussion note of the chest was good everywhere except 
at the angle of the left scapula, but the movement of air 
VOL. xzv. 2 
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seemed very imperfect, and the entry deficient over mach of 
the left side. 

The largest sized olivary bongie (head ^ inch in dia- 
meter) was passed on September 11 and 12 without the 
slightest difficulty for 21f inches from the dental arch. The 
bougie hitched slightly at the cricoid cartilage during with- 
drawal, but there was no other trouble. After this his pain 
and difficulty in swallowing disappeared ; he rapidly gained 
weight and went home. It was thought he might have 
either an ordinary oesophageal stricture commencing, or a 
mediastinal growth pressing on the cesophagus and partially 
occluding the left bronchus ; but his very rapid and striking 
improvement and gain in weight seemed equally against both 
hypotheses. 

On January 24, 1890, he was readmitted. He had re- 
mained fairly well till five weeks previously, when the pain 
in swallowing returned. The entry of air was still very poor 
on the left side, but there was no very obvious dulness. On 
auscultating at the third, fifth, and eighth dorsal spines the 
swallowing of milk produced only one sound. A small-sized 
olivary bougie passed readily for 13i inches from the dental 
arch, and then came to an abrupt stop. A Symonds tube 
the size of a No. 9 catheter could not be passed through the 
stricture. He was unable to swallow any solid food. He 
was ordered cocain lozenges (gr. ^ in each) several times a 
day, and was directed to allow them to melt in the oeso- 
phagus. In a very few days a small bougie could be passed. 
He could take minced meat without difficulty, and had lost 
the pain on the right side of the chest on swallowing. He 
gained weight and went home, declining to have any opera- 
tion performed until he became worse. 

On May 24, 1890, he was readmitted in a prostrate condi- 
tion ; he was unable to walk upstairs, the stricture having 
become so much tighter that he had been unable for more 
than forty-eight hours to swallow even water. His thirst was 
relieved by enemata of water and beef tea, and the first stage 
of the operation of gastrostomy was performed on the after- 
noon of his admission by my surgical colleague, Mr. H. O. 
Taylor. The stomach was opened on the third day. After 
that for two or three weeks he was fed partly by the stomach 
and partly by nutrient enemata. His progress was uninter- 
rupted. On admission he was too ill to be weighed, but on 
June 16, when he had gained ground considerably, his weight 
was 7 St. 9 lbs., and on leaving the hospital September 20 he 
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liad reached 8 st. 10 Ibs.^ a gain of 15 lbs. The week before 
he had been 8 at. 11^ lbs., making the greatest gain 16| lbs. 
His digestion was qnite free from pain^ discomfort^ or flatu- 
lence. The bowels acted once daily without aperients. 
Food was introduced by means of a funnel attached by india- 
rubber tubing to a glass (and later a metal) tube -^ inch in 
outside diameter. One and a half to two pints could be 
given in from half a minute to three minutes. This, and the 
innumerable instances of forced feeding of the insane by the 
stomach-tube, show that the rapid introduction of large 
quantities of food into the stomach, the absence of saliva 
and of its intimate admixture with the food^ the absence of 
pleasure in eating and of the perception of flavours, are not 
incompatible with very perfect digestion and active nutrition. 
It is, however, probable that the same quantity of food in a 
healdiy person and taken in the ordinary way would have 
resulted in a larger and more rapid increase of weight. 

The introduction of food into the stomach caused a free 
flow of saliva, which was swallowed, and regurgitated at 
intervals five or six times during the day. The quantity col- 
lected at first averaged 16 oz. in the twenty-four hours, but 
some was generally lost. A few weeks later the quantity 
averaged 8 oz. The regurgitated saliva was tested with 
arrowroot, and found to be functionally quite active. 

He had some cough, which was relieved by occasional tea- 
spoonful doses of a cough linctus containing morphia. It is 
probable that some of this was absorbed from the oesophagus, 
as any attempt to swallow water in quantities greater than 
about one teaspoonful resulted in immediate regurgitation. 
Whether there was any trickling of fluid at all through the 
stricture was never positively ascertained. If so, it must 
have been extremely limited in amount. As his nutrition 
was so good, and he did not complain of the want of tasting 
hoB food, he did not masticate it before it was introduced into 
the stomach. 

His meals were — 

A. 4 AM., milk, 1^ pints ; 1 egg. 

B. 7 A.1C., milk, 1 pint ; bread crumb, 6 oz. 

C. 10 A.1C., beef tea, H pints; uncooked pounded meat, 
4 OS.; lactopeptine, gr. x (afterwards omitted). 

D. 2 P.1C., milk, li pints; cream, 5 oz. ; 1 egg; brandy, 

I OB. 

E. 6 P.1C., beef tea, 1 pint ; bread crumb, 6 oz. 

F. 10.80 p.K., milk, 1^ pints ; 1 egg ; brandy, ^ oz. 
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This makes a total of — 

Milk^ 5^ pints ; cream^ 5 oz. ; beef tea, 2^ pints ; bread 
crumb, 12 oz. ; eggs, 3 ; lean meat, 4 oz. ; brandy, 1 oz. 

Total quantity of fluid rather more than 8^ pints. 

This is a very large quantity of food, and it is a matter of 
surprise that a man of fifty-four, in bad health, and taking no 
exercise beyond walking in the hospital garden, could digest 
it. But, with the exception of a f eeUng of dragging at the 
site of the adhesion to the abdominal wall, he never com- 
plained of pain. He had a clean tongue, a good appetite, 
and was always ready for the food to be put into his stomach. 
The craving for solid food which was so insatiable before the 
operation was completely relieved. Only the week before he 
went out did he complain of symptoms of indigestion, which 
took the form of pain under the right scapula, and was re- 
lieved by a rhubarb pill introduced into the stomach on two 
successive days. He then asked for the meal at 4 a.h. to 
be omitted, as he did not like being disturbed during the 
night. 

On August 29, 1890, 1 introduced into the stomach, in a 
collapsed condition, a small india-rubber balloon attached to 
a silver female catheter, and, by means of india-rubber tubing, 
to a Marey^s tambour and a revolving clockwork drum 
(kindly lent me by Dr. W. B. Ransom). Through a T-piece 
the bsJloon could be blown up inside the stomach, without 
removing the tubing, till it became 2 to 3 inches in diameter. 
Any movements then communicated to the balloon were 
recorded by the lever of the Marey's tambour on the smoked 
paper of the revolving drum. Tie experiments were con- 
tinued in all for about one hour on each of two separate after- 
noons, and during the whole of that time no evidence what- 
ever could be obtained of contractions of the stomach wall, 
although even very slight movements of other kinds were 
readily recorded. Of course it is probable that the adhesions 
of the stomach to the abdominal parietes may account for the 
absence of peristaltic movements. On the first occasion the 
balloon was introduced about six hours after meal C, and on 
the second immediately after meal D. The balloon caused 
no pain or discomfort, but as it had no curative effect the 
patient was a little unwilling for the experiment to be again 
repeated, although he was immensely interested on the first 
occasion to see " his pulse taken through his stomach.^' 

The accompanying papers show two series of curves, the 
respiratory and the cardiac ; and it is evident that both the 
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diaphragm and the heart must have considerable influence in 
preventing stagnation of the fluid contents of the stomach. 

Tracings. — With the stomach empty six hours after a 
meal^ the communicated heart movements were shown best 
with the patient in the reclining or semi-recumbent position^ 
and were least marked in the erect. The heart's impulse 
was better shown when lying on the left side than on the 
right. 

With the stomach fall^ immediately after 1^ pints of beef 
tea^ the best tracings of the heart-beat were obtained in the 
erect position^ and in all positions the two best marked beats 
were always those at the end of expiration. The differences 
shown in the tracing when the patient was lying on the right 
side and on the left were not so great as when the stomach 
was empty. When stooping forwards the respiratory curve 
was very high^ and the cardiac beats were scarcely shown 
except at the end of expiration. In the prone position the 
respiratory curve was moderate^ and the cardiac beats scarcely 
indicated at all. 

This affords another proofs if one were needed^ of the 
extreme mobility of the heart ; and of the great variabiUty^ 
according to the position of the body^ in the degree to which 
the impulse of the heart is communicated to and its weight 
supported by the adjacent organs. 

Portions of the gastric contents were removed from time 
to time through the fistula^ and the following tests were 
applied. The acidity was determined by a 10 per cent, 
stimdard alkaline solution^ phenylene diamene being used as 
the indicator. Hydrochloric acid was determined by Giinz- 
bnrg's reagent (phloroglucin vanillin solution)^ by Congo-red 
papers^ and by the gentian-violet reaction. Lactic acid was 
separated by ether^ the ether evaporated^ the lactic acid dis- 
solved in distilled water^ and tested with solution of per- 
chloride of iron. Sugar was tested for with Fehling's solu- 
tion. The quantity of fluid was generally small^ and it was 
difficult to apply many tests to the same sample. Otherwise 
other confirmatory tests would have been desirable^ especially 
for lactic acid and sugar. The degree of total acidity was 
always tested first and most carefully ; and in many instances 
the tests were repeated^ and the results very closely approxi- 
mated. 
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The chief resnlts shown by the foregoing table are — 

1. The absence of hydrochloric acid till two hours or later 
after a meal. 

2. The presence of lactic acid in abundance so early as 
half an hour after taking a full meal. 

3. The lactic acid appeared to be most abundantly and 
quickly produced from bread and from beef tea^ less quickly 
trom milk. The highest total acidity was always (with one 
exception) met with after the meat meal. 

4. The total acidity per cent, steadily increased from 
half an hour up to three hours after a meal. But it appeared^ 
from the thick consistence of the fluids that the quantity of 
fluid in the stomach after two hours was very small. Couse- 
quently, although the percentage of acid was high, the abso- 
lute quantity might be less than at an earlier stage. This is 
of importance in estimating the quantity of alkali required 
for neutralisation. But I have found in another case so large 
a quantity as 16 oz. of fluid vomited five hours after a meal, 
and having a degree of acidity of '6 per cent. This is 
equivalent to 42 grains of oxalic acid, and would require 
78*4 grains of bicarbonate of soda to effect neutralisation — 
a very much larger dose than is usually given. 

5. The high degree of acidity about three hours after a 
meal was chiefly due to the hydrochloric acid. 

6. The sugar all disappeared within two hours after food 
was taken. It was formed in abundance both from milk and 
from bread. In the latter case, so far as is known, no ptya- 
lin or diastase was present. It is worthy of further investi- 
gation, therefore, whether starch may not be changed into 
dextrin and grape sugar under the influence of micro- 
organisms and the body temperature. 

On one occasion a small quantity of clear fluid was 
removed when the stomach was at rest five and a half hours 
after a light meal of milk, one and a half pints, and one egg, 
and was found to be strongly acid. The quantity was too 
small to determine the percentage. 

On two occasions the contents of the stomach were 
examined microscopically three and a half hours after a meal 
of beef tea, one and a half pints, and uncooked meat, 4 oz. 
Very numerous bundles of nidiating acicular crystals were 
seen. They were probably fat crystals. They disappeared 
on the addition of ether, and were not found after meals not 
containing meat. It is possible they may have been tyrosin. 

Cover-glass preparations were on several occasions stained 



24 Dr. Handford's Investigations in a Case of Gastrostomy. 

and examined for micro-organisms. Neither sarcinad nor 
yeasts were ever fonnd^ and other micro-organisms were not 
numeroas. They consisted chiefly of scattered rod-shaped 
bacteria resembling Bacterium termo, of streptococci, and a 
few zoogloea masses of micrococci. 

He became an ont-patient on Septemper 20, 1890. In the 
latter part of October his cough became much more trouble- 
some, and led to a hernia-like protrusion of the mucous mem- 
brane of the stomach through the fistulous opening, forming 
a red mushroom-shaped insensitive mass, nearly 2 inches in 
diameter. This he could not replace himself, but it was easily 
reduced for him, though it constantly recurred. The result 
was that the opening became sufficiently dilated to admit the 
index finger, and consequently there was considerable leakage 
of the stomach contents. In the beginning of November he 
suffered a very profuse haemoptysis, and from that date he 
coughed up a large amount of foul-smelling purulent material. 
He gradually sank, and died on the morning of December 3, 
having survived the operation of gastrostomy 193 days. 
Total duration of symptoms seventeen months. 

At the necropsy, twelve hours post mortem, a stricture was 
found in the oesophagus, commencing 5 J inches from the upper 
border of the cricoid cartilage, extending downwards for 3 
inches, and terminating 2 i inches above the cardiac orifice of the 
stomach. The stricture was very tight, only admitting a fine 
probe with difficulty. When the oesophagus was laid open the 
inner surface of the stricture was seen to be extensively 
ulcerated. The arch of the aorta was adherent to the tumour. 
The growth had extended by continuity into the left lung, 
which presented the naked-eye appearance of a chronic grey 
pneumonic consolidation, but was of almost cartilaginous 
hardness. The lumen of the main bronchi on the left side 
was occluded to more than half their diameter by the spread 
of the new growth along them in the mucous lining. Several 
of the main branches of the pulmonary artery, going to the 
upper lobe of the left lung, were greatly diminished in size by 
pressure while passing through the growth at the root of the 
lung. The condition of the bronchial arteries could not be 
readily traced in the irregular sloughing mass at the root of 
the lung, but it is difficult to imagine that they could have 
escaped the effects of the pressure which was so evident in 
the case of the pulmonary arteries. The diminished vascular 
supply appeared to be the chief cause of the destruction of 
nearly the whole of the upper lobe of the left lung, which had 
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become one huge cavity. The right lung was emphyse- 
matons. The heart was healthy^ and weighed 10} oz. The 
stomach was of about the average size^ and the mucous mem- 
brane looked quite healthy. The opening into the stomach 
was made at a spot on the anterior surface close to the greater 
curvature^ and at the junction of the right two fifths with 
the left three fifths. The pylorus seemed large^ hard^ and 
hypertrophied. Its canal admitted the index finger with 
difficulty. It presented no definite appearances of cancer. 
All the other viscera were examined^ but no other secondary 
growths were found beyond the extension into the lung. 

The microscopic examination of the growth in the 
oesophagus showed a very evident carcinomatous structure. 
There was a well-marked stroma^ the cells were of the 
squamous epithelial type^ and there were numerous cell nests. 
In the lung tissue the appearances were less typical. The 
new growth took the form of a diffuse infiltration^ and the 
general carcinomatous structure was masked by the arrange- 
ment of the air-cells. The alveolar walls were greatly 
thickened^ and the air spaces more or less filled with 
epithelial cells and round-cells^ together with connective 
tissue and spindle-cells. In some areas the air-cells were 
quite obliterated. There was no appearance of fibrin^ blood- 
corpuscles^ caseation^ or other form of degeneration to indicate 
that the condition had arisen out of a septic^ a croupous^ or a 
catarrhal pneumonia. It was more like a malignant interstitial 
pneumonia. The character of this growth and the record of 
deficient entry of air into the left lung so long ago as 
September^ 1889^ make it possible that this was a primary 
tumour. 

Conclusions. 

Food is moved about in the stomach largely by the move- 
ments of the diaphragm and of the heart. 

Digestion can take place efficiently in the complete absence 
of peristaltic movements of the stomach itself. 

A considerable gain in weight is not incompatible with 
the presence of advanced and necessarily fatal malignant 
disease. 

A fluid diet can be maintained for months, and in very 
large amount^ without producing/' indigestion." 

The rapid introduction of large quantities of food into the 
stomach, the absence of saliva, and of its intimate admixture 
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with the food, the absence of pleasore in eating, and of the 
perception of flavours, are not incompatible with very perfect 
digestion and active nutrition. It is evident that, given s 
suitable kind of food, flne division of it is the most important 
circumstance which determines rapid and easy digestion. 

Hydrochloric acid was absent till two hours or later after 
a meal. 

Lactic acid was present in abundance so early as half an 
hour after taking a full meal. 

Lactic acid appeared to be most abundantly and quickly 
produced from bread and from beef tea, less quickly from 
milk. The highest total acidity was almost always after the 
meat meal. 

The total acidity per cent, steadily increased from half an 
hour up to three hours after a meal, when it reached '63, and 
was chiefly due to hydrochloric acid; but then the absolute 
quantity of fluid was small. This is of importance in estimat- 
ing the quantity of alkali required for neutralisation. The 
sngar all disappeared within two hours after food was taken. 
It was formed from beef tea and bread, when, so far as conld 
be learnt, no ptyalin or diastase was present. It ia a ques- 
tion, therefore, whether starch may not be changed into 
dextrin and grape sugar under the influence of micro-organ- 
isms and the body temperature. 
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V. — Eleven cases of Compression Pa/raplegia treated 
by Larmnectomy. By W. Abbuthnot Lank, M.S. 
Bead October 23, 1891. 

CASE 1. — E. C, aet. 4^ years, was admitted into Guy's 
under my care on August 28, 1890. When three and a 
half years old she had a severe fall,, after which she com- 
plained constantly of pain in the back and abdomen. 

About two months after the accident an angular curve 
was observed. Paraplegia appeared a month before admis- 
sion, and apparently became complete in four days. 

On admission the fifth dorsal spine was found to form the 
summit of the curve. 

The knee-jerks were exaggerated, and ankle-clonus was 
well marked. The abrupt onset of the paraplegia led me to 
suspect that the cord was compressed by the wall of an 
abscess, but as the child was very feeble and the parents 
objected to an operation, I did not interfere at once. She 
remained in the hospital till September 5, during which time 
her general condition improved and she regained some power 
over her right leg. She was sent out, the mother being 
given full directions to keep her in the horizontal posture. 

I saw her again on December 10, found that she had 
less power in her legs, and that she suffered from incontinence 
of urine. The parents then consented to an operation. 

Sensation appeared to be but slightly impaired. 

On December 31 the laminae of the fourth, fifth, and sixth 
dorsal vertebrae were removed, and the dura mater was ex- 
posed. Displacing the cord backwarks and compressing it 
against the laminae was a tense abscess-wall, which extended 
over the bodies of these vertebrae. The abscess extended 
deeply into the bodies of these vertebrae, and contained much 
pus and particles of necrosed bone. It was thoroughly 
cleared, filled with iodoform and glycerine, and a metal drain 
inserted through a channel cut between the transverse pro- 
cesses. 

Nothing could have been more satisfactory than the pro- 
gress of the case after the operation. On January 5 the child 
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was given a small dose of componnd liqnorice powder. To- 
wards the early morning she passed two small motions con- 
taining blood; and the nurse noticed for the first time that she 
was very blajiched. I saw her early in the mornings and 
found her suffering evidently from a very great loss of blood. 
On introducing the finger into the rectum I felt a polypus 
about as large as a small marble. Blood oozed freely from 
its surface^ but there was no squirting vessel. It was at once 
removed. Everything was done for the child^ but it died 
later in the day. 

At the post-mortem examination the whole of the large 
intestine^ with a considerable portion of the smaller bowel^ 
was distended with blood. 

Except for the unfortunate occurrence of this bleeding 
there was no reason why the child should not have recovered 
rapidly and completely ; and as for the future such deaths 
from hadmorrhage can be readily obviated by the intra- venous 
injection of saline solutions^ for the perfectly satisfactory 
application of which we are indebted to the late Dr. Wool- 
dndge^ I think we must regard the fatal result in this case 
as purely accidental and quite independent of the operation. 

I would now call your attention to the results of eleven 
cases of laminectomy performed for compression paraplegia 
arising as a complication of spinal caries^ and I will state my 
&ct8 and conclusions as briefly as possible. 

Cask 2. — ^H. S., SBt. 7^ years, was admitted under my care 
in February, 1889. 

He gave thirteen months' history of deformity and eleven 
months' history of paraplegia, with more or less incontinence 
of urine and faeces. 

The spinous process of the fifth dorsal vertebra formed 
the summit of the curve. He had no power in his legs or 
abdomen. His bronchial tubes contained much muco-pus, 
which the paralysis of his abdominal muscles prevented him 
expelling satisfactorily. His temperature was high at night. 

Operation, February 15. — The front of the cord was 
severely compressed between the laminsB and the posterior 
sur&ce of the bodies of the vertebrsB. These seemed very 
prominent, and covered by a firm elastic layer which did not 
appear to contain any caseous material. A month after the 
operation the child could move his legs freely, and had 
improved greatly in health. He now leads an active life and 
enjoys good health. 



32 Mr. Lane's Cases of Compression Paraplegia, 

Gabs 3.— H. M., mt. 32. Admitted March 20, 1890. He 
gave two years' history of pain in the back, eighteen months' 
history of deformity, and three weeks' history of progressive 
paraplegia. 

llie apex of the curve was formed by the tenth dorsal 
spine. There was much paralysis of the right leg and slight 
paralysis of the left. Sensation was impaired on both sides. 

On May 2 paraplegia was complete, analgesia and very 
impaired ordinary sensation. 

Operationy May 13. — A large mass of caseous granula- 
tion tissue was found on the back of the dura-matral sheath, 
compressing the cord, and extending by a narrow process 
along one side of the cord to a carious cavity in the adjacent 
bodies of two dorsal vertebrae. 

He recovered complete power slowly but steadily after 
the operation, and now leads an active, useful life. 

Case 4.— W. S., sBt. 16, admitted August 29, 1890. He 
had suffered from pain followed by deformity for one year, 
and for six months from progressive paraplegia. 

He was found to be completely paraplegic up to last of 
sixth rib. He had imperfect control over his sphincter. 
The spine of the fifth dorsal vertebra formed the summit of 
the curve. 

Operation J September 1. — Cord found compressed by a 
large mass of firm caseous material, which extended deeply 
into the chest through the several diseased bodies. Much 
necrosed bone was removed. 

He improved considerably for a time, and then relapsed. 
On a second occasion a further quantity of tubercular mate- 
rial was taken out of the cavities, which had been emptied 
as perfectly as possible at the first operation. Within a few 
weeks several collections could be felt beneath the skin in 
the neighbourhood of the wound. The parents refused any 
further operative interference. 

His condition on his discharge was but slightly better than 
on admission. 

Cask 5.— K. B., set. 21, admitted October 28, 1890. 

Gave four years' history of injury, two and a half years' 
history of deformity of spine and disease of the knee-joints, 
and nine months' history of progressive paraplegia. She 
was a very feeble, emaciated girl. Her right knee-joint was 
disorganised and dislocated. The spine of the ninth dorsal 
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vertebra formed the sammit of the carve. There was com- 
plete paraplegia and almost perfect anaesthesia. 

Operation, November 5. — Cord was compressed between 
the body of the tenth dorsal vertebra and the lamina of the 
eleventh^ which was displaced forwards. No abscess could 
be fonnd; bat the body of the tenth felt soft. 

She recovered rapidly and completely. 

On November 30 the knee was excised. 

Five months after the operation paraplegia developed 
rapidly and became complete^ and she got cystitis. A further 
operation showed the pressure of a large abscess with much 
diseased bone. She again recovered perfectly. The knee is 
also well. She is, however, too mach of an invalid to get 
about. 

Case 6. — ^A. T., aet. 7, admitted February 5, 1891. 

He gave three months' history of deformity and six weeks* 
paraplegia, which rapidly became complete. Sensation was 
much impaired. The sixth dorsal spine formed the apex of 
the cnrve. 

Operation, February 10. — ^There was a large abscess com- 
pressing the anterior aspect of cord, and extending into the 
bodies of several vertebrsd. He recovered rapidly and com- 
pletely, and now leads an active life. 

Casi 7.— T. J., 8Bt. 23, admitted July 23, 1891. Had de- 
formity and paraplegia five years ago. He recovered power 
after being kept in the recumbent position for fifteen months, 
bnt snffereid from a deep pain in the chest. Partial para- 
plegia returned three months ago and progressed. 

Operation, July 24. — The cord was compressed anteriorly 
by the wall of a very large abscess, which extended several 
inches into the chest, where its wall was formed of bone, 
showing that it must have existed for several years. He is 
now progressing very favorably. 

Case 8. — L. E. A., sdt. 5^, admitted August 6, 1891, into 
the Hospital for Sick Children. 

She gave two years' history of deformity in the upper 
dorsal spine and six weeks' paraplegia, which was not com- 
plete. She was an extremely feeble child. At the operation 
the cord was found to be compressed by an abscess, which 
extended for a great distance into the chest, and the destruc- 
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tion of the bodies of the vertebrsB was very great. The 
child bore the operation badly^ and died a few hoars 
afterwards. 

Case 9. — B. E., aet. 8, admitted April 30, 1891. He gave 
two and a half years' history of deformity of the spine of 
the sixth dorsal vertebra forming its summit, and the abrupt 
onset of an almost complete paraplegia three weeks ago. 
Sensation not much impaired. Very delicate boy. 

Operation, May 2. — Large abscess compressing cord, with 
much destruction of bodies of vertebraB. Rapid recovery. 
Now leads an active life. 

Case 10.— W. H. W., set. 7, admitted April 18, 1891, into 
the Hospital for Sick Children. He gave two years' history 
of spinal disease and five weeks' history of paraplegia, which 
developed suddenly, with imperfect control of sphincters. 
The fifth dorsal spine formed the apex of the curve. 

Operation, April 30. — ^Large abscess compressing cord. 
The boy now leads an active life. 

Case 11. — J. M., aet. 17, admitted September 10, 1891. 
He gave a year's history of spinal disease and a month's his- 
tory of progressive paraplegia. Sensation was much impaired. 
, Operation, September 12. — Abscess compressing front of 
cord and involving the bodies of three vertebraB. He is now 
progressing most satisfactorily. 

I would now direct your attention to the following facts, 
namely : 

1. That these represent all the cases of compression 
paraplegia due to spinal caries which have come under my 
care. 

2. That in every case with one exception (Case 2, where 
the granulation material had not yet broken down) the cord 
was compressed by an abscess which pressed upon its ante- 
rior surface, in some cases extending backwards on either 
side of the cord and compressing it laterally, and in one case 
extending to the back of the cord and compressing its poste- 
rior surface also. 

3. That in none of these cases was there observed any such 
fibrous neoplasm involving the posterior surface of the dura 
mater, as was described by that distinguished pioneer of 
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spinal surgery^ Dr. MacEwen. That condition most^ there- 
fore^ be infrequent. 

4. That the conditions fonnd at the operation appeared 
in every case to preclude the possibility of the satisfactory 
recovery of the spinal column and cord without surgical 
interference. I would point out that in Case 7, where the 
patient appeared to have been treated successfully by 
eighteen months' recumbency, the relief of the pressure upon 
the cord resulted from the extension of the abscess cavity 
into the chest, obviously a most undesirable occurrence, and 
one which resulted in a subsequent compression of the 
cord. 

5. That several of these cases would of a certainty have 
died from chest or bladder complications from which they 
were suffering, and which only disappeared when they 
recovered power over their intercostal and abdominal 
muscles. 

6. That though several of the patients were dangerously 
ill, they bore the operation very well. 

7. That in the only case in which death was consequent 
upon the operation, the child was extremely feeble. It is 
highly probable that this case also would have survived if 
saline injection had been used. 

8. That in only one case was the subsequent formation of 
tubercular material so rapid as to obliterate very quickly the 
benefit derived from the two operations. I intend to make 
another attempt in this case if I can induce the parents to 
consent. 

9. That apart from the presence of the symptoms result- 
ing from pressure on the cord, the very large amount of 
disease present in every case but one (Case 2), and the size 
and extent of the abscess cavities, rendered it, in my opinion, 
impossible for the bodies to ankylose and the spinal column 
to become useful without operative interference. 

10. That in most of these cases the cord was compressed 
about the level of the fifth or sixth dorsal vertebrae. 

11. That in several cases which recovered after operation 
some of the deep reflexes could not be obtained. 

In the face of these facts I think I am quite justified in urg- 
ing that every case of paraplegia due to spinal caries should 
be operated on with as little delay as possible, and that 
the treatment by recumbency is as bad in principle as it is in 
practice. 

The operation involves very slight risk ; it is followed by 
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little or no pain ; it relieves the patient of the compression 
symptoms ; and lastly, but not of least importance, it enables 
one to treat the diseased vertebrae directly, not only by 
spooning, irrigation, and the thorough removal of all caseous 
material and necrosed and carious bone, but also by the local 
application of iodoform, from which, I believe, I have derived 
the greatest benefit in these and similar cases. 



Addenda (March 12, 1892). 

Case 2. — Still strong and well. 

Case 3. — Still strong and well. 

Case 4. — Was again operated on in the summer of 1891, 
and a great quantity of necrosed bone was removed. Some 
benefit resulted ; he died of influenza and pneumonia. 

Case 5. — Died in the autumn of 1891 of pulmonary 
phthisis, having had no recurrence of the paraplegia. 

Case 6. — StiU active and healthy. 

Case 7. — Improving steadily, can use his legs freely. 
His general health is, however, feeble. 

Case 9. — A small sinus which discharges pus has formed 
over the curvature. He is very delicate, but has had no 
return of the coiiipressive symptoms, and walks very well. 

Case 10. — Still active and well. 

Case 11. — The paralysis returned shortly after the opera- 
tion, and a subsequent more extensive operation was performed 
with only temporary benefit. 
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VI. — A case of Haeraorrhagic Pericarditis with simple 
effusion in Right Pleura: aspiration of pericar- 
dium thiHeen times : paracentesis of pleura seven 
times : recovery. By T. Churton, M.D. Read 
November 1Z,1S^\. 

GEORGE M.^ set. 46^ a well-built man^ with dark hair and 
brown eyes^ of quick intelligence^ was admitted into 
the Leeds General Infirmary on July 24^ 1890^ complaining 
of shortness of breath and some pain in the chest. Temp. 
98'5® evening, 97*2° morning; pulse 80; resp. 30. There 
was a very large area of cardiac dulness, and continuous 
with this below the right nipple was dulness caused by a 
considerable effusion in the right pleura. Mr. E. B. Hulbert, 
then house physician, now of Windsor, made the following 
note : — On the right side there is dulness 1 inch beyond 
sternum; on the left side in the first space, 1 inch from 
median line; in second space, 2 J inches; third space, 3^; 
fourth and fifth spaces, 5^ inches from it. The pulse was 
small, heart's impulse not perceptible ; sounds indistinct ; no 
bruits. Distinct oedema of chest in its entire circumference ; 
no obvious dropsy elsewhere. No cough nor expectoration. 
Urine lithatic, not albuminous ; sp. gr. 1030. 

History. — For the last seven weeks he had been able to 
do very little work on account of shortness of breath and 
pain, referred to chest generally, not distinctly localised. 
Up to that time he had been strong and never ill, an active 
and exceptionally clever workman. Previous to admission 
he had been staying for a week at a Convalescent Home, but 
had got worse there. 

Causation. — For several, perhaps ten or fifteen years, he 
had " lived chiefly upon beer and whiskey, which latter he 
drank without water,*' and he had often drunk to great 
excess. During last seven weeks he had drunk little. He 
was married, but now lived apart from his family; several 
children were alive, but three or four had died. No history 
of venereal disease or of rheumatism. 

Treatment. — The right pleura was first tapped by a 
Roberts trocar, 29 oz. of clear straw-coloui*ed fluid, in which 
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a light coagnlom formed on standings being drawn oS, but 
with very little relief to the symptoms. He complained of 
much pain about the praecordia. On July 27 I explored the 
pericardial area in three places: (1) the left fifth space just 
external to the mammillary line ; (2) half an inch internal to 
the first j (3) in the right fifth space an inch from the edge of 
the sternum. The needle entered to a depth of about | inch. 
At each point — that is, on both the right and the left sides of 
the sternum — a syringe-full of what at first sight appeared to 
be pure dark blood was obtained. It was serous, but deposited 
a layer of blood-cells one twelfth of its depth. The super- 
natant fluid was rather stained ; there was no coagulation 
whatever. My colleague, Mr. Mayo Robson, kindly aspirated 
the pericardium in the left fifth space at the point above men- 
tioned, and withdrew 8 oz. of similar blood-stained fluid. 
The pulse improved distinctly during the operation, and the 
area of praecordial dulness plainly diminished in every direc- 
tion, but the patient complaining of faintness the needle was 
removed. 

July 27. — The urgent symptoms having returned, the 
resident surgical oflBcer, Mr. Moyniham, aspirated the peri- 
cardium at the same place, obtaining 3 oz. of the fluid. The 
pulse fell from 128 to 90. 

July 30. — " Respiratory pulse *' distinct. I requested that 
aspiration of the pericardium on the right of the sternum at 
the point of former exploration should be tried if the patient 
became worse. This was done at 2 a.m. on the 31st, but by 
misapprehension in the fourth space ; only 2 drachms of fluid 
of the same quality were obtained. Aspiration on the left 
side on August 2 produced only 2 oz. 

Having frequently observed in the post-mortem room that 
fluid in large quantity and free in the pericardial cavity was 
collected in three chief pools, one in the right lower angle, 
another in the left, the third at the upper part of the cavity, 
and as it was evident that a needle passed too deeply into 
either of the lateral pools would merely pass harmlessly 
through the pericardium into the lung ; and also finding by 
measurement that in the distended pericardium of an ordinary 
man this point would be about 2i inches distant from the 
surface, on August 8 I passed the aspirating needle to a 
depth of 2 inches in the fifth space in the nipple line ; 22 oz. 
of the fluid were obtained at this depth. As it was observed 
that when the patient's chest was raised a few inches the 
third left space became more resonant while the fifth space 
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became dull to a greater outward extent^ he was cautiously 
raised slightly before this aspiration. The relief given was 
considerable ; the pulse^ which previously could scarcely be 
felt, could now easily be counted ; the cardiac area was much 
lessened ; the breathing improved ; the lips and face became 
less livid, and the patient, even while the aspiration was in 
progress, regained something of his natural cheeriness. A 
small aspirator with a long needle was used, and the fluid 
was withdrawn very slowly (about an hour) . 

Two days afterwards (August 10) there was some re- 
accumulation, and he seemed almost as prostrate as ever, 
chiefly owing to the extreme difficulty with which he could be 
induced to take any form of ordinary food. It was appa- 
rently necessary again to relieve the heart by aspiration of 
the fluid, and 4^ oz. were taken from the same space, i inch 
external to the nipple line; I did not think it desirable to 
take more. Two hours after this he ate his first solid meal, 
a very small but luxurious one. Milk and any ordinary 
invalid diet he could not take at all. Pericardial friction 
was now plainly audible over the praecordia. On the very 
next day (11th) it was necessary to aspirate 3i, and on the 13th 
2 oz. Probably because, though extremely prostrate and in- 
different, he was now taking a moderate quantity of food, 
being almost hourly roused and stimulated by every sort of 
delicacy, the fluid re-accumulated less quickly, or the heart 
endured it better. No further aspiration was necessary for 
ten days, though as early as August 17 the friction-sound 
had gone; the fluid had returned; compression r&les were 
distinct in the lung overlapping the pericardium ; there was 
no cough or expectoration whatever. On the 19th phlebitis 
appeared in the right popliteal vein. On the 22nd he is 
described as rambling, moaning, pallid, and wan; seems uncon- 
scious, but is easily roused for a few moments ; excreta passed 
into bed; radial pulse 100, scarcely perceptible ; respiration 
36 ; a dry, crackling sound in left lung overlying pericardium 
persists, and there is dulness on strong percussion over this 
part. On the following morning I again passed an aspirating 
needle to a depth of 2 inches, i inch internal to the nipple 
line, and slowly withdrew of the same blood-like fluid 46 i oz. 
The dull cardiac area was much lessened, and the pulse 
greatly improved during the aspiration, which lasted three 
quarters of an hour, and was discontinued because Mr. 
Hulbert, who was holding the needle in position, felt, as I 
also immediately did, the heart grating against it. But no 
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harm was done, as the point of the needle, slightly curved, 
had been kept carefully turned towards the left, the needle 
itself being held at a right angle to the vertical plane of the 
chest. 

Next day (24th) he was much . improved. ^^ The dulness 
has entirely gone from right of sternum and from left nipple 
line, but the trace line of dulness shows a distinct disten- 
sion of the upper part of the pericardial cavity, the patient 
lying almost level. The breath-sound is now loud and clear 
over the lung formerly compressed. Pulse regular and 
of fair strength." He was, however, in a very prostrate 
state. 

On the 26th, only three days after the large quantity above 
mentioned was obtained, it was necessary to withdraw 8 oz. 
of the same kind of fluid from the same place. Three days 
after this "the heart's impulse perceptible; fourth rib is 
scarcely dull ; no rales in lung." But again on the follow- 
ing day he was worse, and 20 oz. of fluid were removed 
from the right pleura. This fluid was now slightly red, and 
deposited a few blood-cells. 

August 31. — " No improvement having resulted either at 
the moment or since from tapping the pleura last night, the 
pericardium was again aspirated, 6^ oz. of fluid, which de- 
posited a layer of ^ of blood-cells, being withdrawn." The 
tongue and palate were thickly covered with aphthae, readily 
cured by applications of boracic lotion. 

September 2. — Daily dry cupping of praecordia was 
ordered, and perhaps had a good effect. At all events, only two 
more aspirations were necessary, on September 6, 9 oz., and 
11, 2 oz. In the first of these the needle wa-s apparently 
passed through the lung, external to the perfectly dull area, 
causing much oscillation of the needle, until the patient, though 
nervous and excited, was persuaded to breathe with the 
abdomen and keep his chest motionless. In the last aspira- 
tion the heart was again felt grating against the needle when 
2 oz. had been obtained, and this fluid deposited less than 
■^Q of blood-cells; the supernatant serum was not at all 
stained; sp. gr. of fluid 1013. He was now taking more food, 
though as yet not less alcohol ; and probably on this account 
it was not again necessary to aspirate the pericardium. 
Absorption of the remaining fluid went on very slowly, and 
was not complete until late in January, 1891. On December 
18, 1890, 6 oz. of clear fluid were withdrawn from the 
pleura. He was in bed six months, and was sent to the Con- 
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valescent Home in March^ 1891^ having been in the hospital 
more than eight months. 

The temperature was usually subnormal — 97° M., 98° E., 
and only once reached 100°. It is worthy of note that he had 
no delirium or hallucinations until August 2, after the right 
plenra had been tapped twice — 29 oz. and 17 oz. — and the 
pericardium also twice — 8 oz. and 3 oz. His delirium con- 
sisted of occasional visual hallacinations and absurd questions, 
or statements as to ability to go to work next day; his 
answers were always rational. In cases of simple hasmorrhagic 
pleurisy tapping has never appeared to cause such a result. 
Tapping the peritoneum for ascites due to cirrhosis of liver, 
though often beneficial^ has seemed injurious to patients who 
cannot take food, probably because the fluid lost by the blood 
in the refilling of the sac is not adequately replaced. It was 
probably in this manner that the delirium and prostration 
were brought about and the re-accumulations permitted ; in 
the absence of sufficient material, restoration of tissue to a 
normal state was not possible. 

At first he had absolute anorexia, and could not be got to 
eat anything at all ; he said he could not swallow solids, and 
b^ged for brandy or whiskey, and there was no alternative 
on July 28 than to give him 6 oz. in the day ; on August 1, 
8 oz. were ordered daily ; on August 4, 12 oz. ; and about this 
latter quantity was continued until September 15, when it 
was reduced to 6 oz., i. e. 2 dr. every hour, but he continued 
beer or sherry in addition. On September 24 the whiskey was 
reduced fo 3 oz. ; on 27th it was stopped. The effect of the 
alcohol of all kinds upon his pulse and his brain was made 
the subject of careful and continuous observation, and it was 
agreed by everyone concerned that the effect was good, and 
that no less a quantity would suffice until his appetite was 
restored. Perhaps it may be well to state what food he had. 
The first thing he could eat was roast duck, the next was a 
very finely made pork pie; nothing else would tempt him. 
Sardines, tomatoes, oysters, herrings, fried haddock, lamb, 
sandwiches of various kinds, and many other articles of food 
were used in turn, and gradually overcame the anorexia. 
Nutrient suppositories were also given. The liver was much 
enlarged; on August 11 it was tender, and there was a dis- 
tinct friction-sound over it. Leeches applied over the area 
relieved the tenderness. Even on December 15 the liver was 
still decidedly large. The spleen was not much enlarged. 
There was slight jaundice and ascites^ but neither symptom 
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lasted long. His breath was extremely oSensive during the 
starvation period^ but quickly became normal after he began 
to take food. 

The highest respiration-rate taken four-hourly was noted 
on August 22 at 2 p.m. ; it was between 30 and 40 on several 
occasions about this time^ and also at some other times of his 
illness. The highest pulse-rate was not coincident with this 
high breath-rate; the pulse then was only 100. On Sep- 
tember 13, when the pulse was 120, the breathing was 28. 
There was no constant variation. Attacks of popliteal phle- 
bitis occurred on August 18 and August 26 respectively, 
causing the toes to become purplish and each leg swollen for 
a week or more. Upon September 26, and for some days 
after, there was swelling, possibly a mere oedema, over the 
external lateral ligament of the right ankle for a few days, 
not very tender ; no redness. The oedema of the chest-wall 
noted on admission did not extend to the sacrum or lower 
part of the back. The date of its disappearance is not noted, 
but dry cupping of the praecordia was begun on September 4, 
and continued daily for two or three weeks after, and there 
was no oedema there on that date. The sp. gr. of the urine 
varied from 1010 to 1018 ; occasionally some cystitis was sus- 
pected, in addition to a purulent urethritis, first observed on 
September 20, which persisted for some time, but finally 
yielded to zinc injections. The urine was perfectly normal 
on November 4. It would probably have been well if dry 
cupping of the chest had been practised earlier, notwithstand- 
ing the oedema existing there. In haemorrhagic nephritis the 
reduction of the quantity of blood on the day after the applica- 
tion of two large cupping-glasses over each kidney has several 
times been observed by us. Leeches also cause diminution 
of the haemorrhage in the end ; but on the first day after their 
application the quantity of blood in the urine is increased. 
Although the pericardial fluid drawn on August 2 deposited 
blood-cells in such quantity, there was no coagulum found in 
it. The fluid itself was stained by haematin, and many pale 
cells were found even in the uppermost layers, which had 
apparently undergone a change which altered their specific 
gravity. Many of the deposited cells were frayed and 
granular. There were very few leucocytes. Two days after- 
wards the deposited cells were of a bright brick-red, the 
fluid nearly black. The cells under the microscope, lightly 
pressed by a cover-glass, slowly formed rouleaux. The sp. 
gr. of the fluid was usually about 1020, sometimes 1018. 



Dr. Clmrton^B Case of HsBtnorrhagic Pericarditis. 43 
Tlie sp. gr. of the fluid from the pleura was 1008 (Angnst 

11). 

Like nuuiy others, I have made observations for some years 
as tQ the best position for aspirating the pericardium. Con- 
cerning this a most instructive discussion took place at this 
Society on November 28, 1888. My own observations show, 
as did those of Dr. Dickinson, Dr. Barlow, and Mr. Godlee, 
that aspiration on the right of the sternum might be success- 
ful when the operation would be useless on the left of it. (1) 
In the case of a boy in the infirmary a few years ago under 
my care with signs of cardiac obstruction, there was a small 
collection (about 2 oz.) of sanguineous fluid to the outer side 
of and behind the right ventricle, and the remainder of the 
pericardium being adherent, this blood- like fluid at first 
caused the pathologist to suppose that he was opening an 
altered ventricle. It was doubtful whether this could have 
been aspirated at all. (2) In the case of a girl who died of 
rheumatic mitral and aortic disease the heart was rather 
large and slightly adherent to pericardium at apex. There 
was a little clear fluid in the right comer of the sac, none in 
the left. This fluid was reached by a needle passed through 
the fifth right intercostal space, 1 inch from the sternal margin. 
At this point the needle avoided both the internal mammary 
artery and, when passed deeply, the vena cava. It was below 
the projection of the auricle. The needle here should have 
its point (slightly curved) kept midway between the down- 
ward and outward positions. (3) It was found possible to 
pump from the right corner 15 oz. out of 28 oz. of fluid con- 
tained in the pericardium of a patient who had died of dropsy 
secondary to mitral disease, &c. (4) A man, 83t. 24, who had 
been ill a month, had been operated on for right empyema, 
but had died two days afterwards ; 25 oz. of bloody semi- 
purulent fluid were found in the pericardium. The right ven- 
tricle was adherent to the front of the sac by flaky lymph. 
The fluid lay to the right of this, wholly to the right of the 
heart. Outside the pericardium, between it and the inner 
aspect of the right lung, was an "internal" empyema about 
the size of three fingers. It is possible that the suppurating 
inflammation had invaded the pericardium from the right side, 
travelling across it to the left. The fluid could only have 
been reached by aspiration on the right of the sternum. 

I suppose that the pleura can be successfully aspirated in 
the left fifth space near the nipple line, and I have in fact, 
once perhaps, done this, in doubt whether the pleura or the 
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pericardium was being emptded. But in the present case 
there is the following evidence as to the fluid having been 
in the pericardium : — (a) The fluid on the left of the sternum 
precisely resembled that on the right in the cardiac area, 
(fc) It differed greatly from the fluid in the right pleura, 
(c) There was no fluid in the left pleura, {d) On August 10 
there was still dulness to right of sternum in the fifth 
space, but between this dull space and the equally dull area 
of the pleural effusion there was a finger's breadth of partial 
dulness. {e) During aspiration, dulness of whole cardiac area 
diminished concentrically. (/) The pericardial friction was 
audible when the sac was partially emptied, {g) Grating of 
the heart against the needle was felt upon two occasions 
during aspiration. 

Recovery is not rare in cases of haemorrhagic pericar- 
ditis ; M. T. Ferrier found five recoveries in nine collected 
cases. In ordinary acute pericarditis the quantity of effusion 
is occasionally large without causing much distress ; in other 
cases, the quantity being smaller, the symptoms are much 
worse. In these, the withdrawal of even a few drachms of 
fluid seems to turn the scale ; but in them the choice of a site 
for puncture is hard. In the case I have related it was very 
easy ; and the only practical outcome of the case would seem 
to be — (1) that in a similar case it would be well to begin dry 
cupping as early as possible ; (2) that before proceeding to 
withdraw large quantities of fluid from a patient his appetite 
should be assured ; and (3) that, as sometimes happens in 
cases of pleural effusion, there may be an imperative necessity 
for an unexpected number of repetitions of aspiration. 

Postscript. — ^When first presented to the Society the 
paper ended happily at this point. But now must come a 
postscript which has doubtless been anticipated. The unfor- 
tunate patient is dead. On leaving the Convalescent Home, 
instead of returning to the hospital for advice he proceeded 
to work, and, moreover, never able to endure rough food, to 
his former diet, consisting chiefly of alcohol. He was read- 
mitted after a month or so. There was a little fluid in the 
right pleura, but no signs of any in the pericardium. On 
the day after admission he died suddenly — apparently from 
syncope. At the autopsy the heart was found universally 
adherent to the pericardium ; the pericardium was partially 
adherent to the left lung, firmly to the right lung. The base 
of the right lung was adherent to the diaphragm, which in 
its turn was firmly adherent to the liver. The heart was 
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rather large; endocardium normal. The arteries flhowed 
scarcely any atheroma. The liver was congested, nutmeg; 
not cirrhotic. The kidneys were rather hard, but appeared 
otherwise healthy. There were 12 oz. of somewhat blood- 
stained fluid in the right pleura, certainly of recent forma- 
tion^ for the fluid drawn from this pleura on December 15 
was clear and free from blood. 
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VII. — An account of a case where a Bight Aortic Arch 
passed behind the oesophagus to the left side^ and 
becoming dilated hilled the patient by slow compres- 
sion of the trachea. By W. P. Herringham, M.D. 
Bead November 13, 1891. 

THE patient^ Charles L.^ aet. 39^ a painter and paperhanger 
by trade, was admitted into the West London Hospital 
on August 23, 1890. He was at first placed under my sur- 
gical colleagues, Mr. Bruce Clarke and Mr. Paget, and was 
afterwards transferred to my care. 

He was a rather spare man, strongly built, and had 
enjoyed good health up to the spring of 1890. He had never 
had syphilis or lead poisoning. 

In the spring of 1890 he got a cough which did not 
improve. In June he noticed difficulty in breathing and 
hoarseness in speaking. These symptoms became more 
severe, and formed the cause of his admission. When he 
entered the hospital the dyspncea was so extreme that* the 
question of tracheotomy was seriously considered. He lay in 
bed, and under iodide of potassium mixed with corrosive 
sublimate the urgency of the symptoms was to some extent 
relieved. 

On November 15, when I first saw him, there was much 
inspiratory dyspnoea and stridor, the voice was hoarse, the 
whole expression that of great labour and anxiety. There 
was complete paralysis of the right half of the glottis, and 
much emphysema and bronchitis in the chest. It appeared, 
however, that neither of these conditions was suflBcient to 
account for the dyspnoea and stridor, and that the true cause 
was something compressing the trachea. Nothing could be 
felt outside the thorax, save that a few of the right cervical 
glands were slightly enlarged; and no evidence could be 
obtained of disease within it, except a little doubtful dulness 
in the first right intercostal space. There had been a good 
deal of haemoptysis at various times since admission. It was 
probable that the same cause which had paralysed the recur- 
rent laryngeal nerve was operating now upon the trachea, 
and the region of the subclavian artery was therefore care- 
fully examined. A little more pulsation could be felt in the 
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root of the neck on the right than on the left side^ but 
nothing sufficient to lead to the diagnosis of aneurysm. 
Moreover the pupils were equal and their reactions normal^ 
which could huxLly have been the case if the first part of the 
subclavian had been dilated^ since the annulus of Vieussens 
conveying the fibres of the second dorsal nerve to the eye 
lies only a very short distance from the recurrent laryngeal. 

No evidence was obtained of solid tumour or aneurysm 
elsewhere. The state of the hearty owing first to the emphy- 
sema^ and second to the loud respiratory noises, remained 
perforce doubtful. 

Dysphagia was first noticed on February 2. From this 
time he swallowed solids with difficulty or not at all ; fluids he 
was always able to take. His condition remained the same. 
He sank gradually from the terrible labour and distress 
caused by the continual dyspnoea^ and by the wakefulness to 
which it condemned him ; and becoming more anaemic and 
weaker^ and losing flesh slightly but steadily, he died on 
February 9, 1891, from exhaustion. 

The only additional evidence that we had obtained before 
death was a slight increase of the dulness iu the first right 
interspace. No pulsation or bruit or other proof of aneurysm 
was discovered during life. 

The body was well nourished, and contained a fair amount 
of subcutaneous fat. The lungs were congested. The kid- 
neys were large, weighing 14 oz. the pair, hard, gfranular, 
and purple on section. The right side of the heart was 
greatly dilated, and full of blood ; the left side empty and 
somewhat hypertrophied. The other organs were healthy 
except the aorta, the condition of which gave the key to the 
symptoms. It passed upwards to the right of the trachea, 
and instead of crossing in front of itj turned backward on 
its right side, and then crossed to the left behind the oeso- 
phagus, to reach the usual position of the descending part on 
the left side of the vertebrae. From its first turn to the 
origin of the coeliac axis the vessel was greatly dilated. At 
one part it had become adherent to the body of the fifth 
dorsal vertebra, and could not be removed without making a 
hole in the thin posterior wall. Otherwise it had not caused 
ulceration or inflammation of any organ, except the right 
recurrent laryngeal, which, turning under the aortic arch 
instead of under the subclavian, had become thickened and 
adherent to the dilated artery. This explained both the 
right-sided laryngeal paralysis and the escape of the ocular 
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nerves. The dyspnoea and stridor were explained by the 
condition of the trachea, which just above its termination was 
seen projecting sharply forwards, forced and bent by the 
dilated vessel behind it. The dysphagia was explained by the 
same pressure on the cesophagus ; but this, though situated 
further back, had, I suppose, yielded more easily than the 
rigid trachea, and thus the symptoms here produced had 
been much less severe. There was no adhesion between 
either of these tubes and the aorta. 

A more detailed account of the anatomy of the specimen 
will be- found in the Jov/mal of Anatomy and Physiology, vol. 
XXV, Proc. Anat. 8oc,, p. vi. It is a very rare variation, and 
as apparently none of the cases recorded were aneurysmal, 
the specimen, which is now in the museum of St. Bartholo- 
meVs Hospital, may be considered unique. 
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VIII. — On ei^ht cases of Urasmic Eruption of the Skin. 
By Lb Ceonibr Lancaster, M.B. Read November 
13, 1891. 

THE object of this paper is to draw attention to certain 
peculiar states of the skin associated with a ursBmic con- 
dition of the blood. It is not a subject which has received 
mnch notice from the majority of writers on renal or skin 
diseases. There are short references to it in Ziemssen's 
Cyclopsedia, in Dr. Pye-Smith^s edition of Fagge's Medicine, 
and in Dr. Fowler*s Dictionary of Medicine ; but nowhere 
have I been able to find any full description of uraemic 
eruptions of the skin. 

The cases upon which this paper is based, eight in number, 
have all occurred in the wards of St. George's Hospital 
within the last three years. The clinical history of a uraemic 
skin eruption is somewhat as follows : — The patient is ad- 
mitted for serious renal disease — most frequently chronic 
interstitial nephritis. The symptoms of chronic uraemia, if not 
present from the first, sooner or later show themselves — chiefly 
vomiting and diarrhoea, with drowsiness rather than coma. 
After a variable interval a peculiar and rather characteristic 
eruption appears on the skin. This eruption is first seen as 
discrete maculae of a bright red colour, usually upon the 
extensor surfaces of the hands, fore-arms, and legs, in this 
respect resembling erythema multiforme. Within a few 
hours to a day or two the maculae become papular, and fresh 
maculae and papulae rapidly appear over all parts of the body, 
including the palms of the hands and the soles of the feet, 
and are especially well developed over the face. That the 
eruption also attacks the mucous membranes is shown by the 
sore and congested throat, which the patients sometimes 
complain of at this stage. The papules soon tend to become 
confluent over large areas of the surface, this tendency being 
most marked over the back, arms, and thighs. Beyond a 
slight deepening in tint the eruption remains in this state 
for about three or four days, and then undergoes one of three 
changes: — 1. It gradually subsides, with extremely free des- 
quamation, the epidermis being shed in flakes, almost equal- 
ling in size those seen in dermatitis exfoliativa. After 
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desquamation lias finished, the underlying skin is of a dull 
red colour, brawny, and thickened. Hasmorrhage generally 
takes place into some few of the papules, either previous to 
or during the desquamative process. 2. The rash may become 
eczematous in nature, with somewhat free exudation of a 
gummy fluid, which dries and forms scabs and crusts. As 
this change seems particularly liable to occur over the face, 
the patient becomes much disfigured, and in two cases a dis- 
charge of the gummy fluid from the ear, owing to the erup- 
tion having attacked the external meatus, simulated ear 
disease. 3. In the severer cases pustulation or even the 
formation of small abscesses follows the eczematous stage. 
In one case the abscesses were thus described in the post- 
mortem record : — " Scattered all over the body, with the ex- 
ception of the scalp, are numerous discrete pustules ; some 
have ruptured, others are abscesses in the subcutaneous 
tissue ; some have healed, leaving depressed scars. The ma- 
jority are about the size of a pea, but some on the anterior 
surface of the legs and on the thenar eminences are as large 
as hazel-nuts. The floor of the abscesses is formed by rough 
fibrous and muscular tissue, bone being nowhere visible.'' 
In addition to the pustules large blisters containing a sero- 
purulent fluid may form, principally on those parts of the 
body liable to be rubbed, such as the posterior surface of the 
shoulders. 

The progress of the eruption is usually attended with 
itching, often only moderate in degree, but sometimes very 
excessive, and then extremely difficult to allay by any local 
application. This itching is presumably due to the presence 
of urea or some other urinary constituent in the tissues, and 
the consequent irritation of the terminal nerve-filaments. 

A most important feature of this eruption is its very grave 
prognostic significance. It usually appears when the patient's 
general condition is steadily on the decline, is attended with 
a further and more rapid decline, and in all the cases, with' 
one solitary exception, it was followed by death within a 
period of five weeks from its first outbreak. 

The following table summarises the cases in which this 
symptom has been observed : 



Dr. Le Cronier Lancaster's Casea of Uraimic Eruption. 51 



Name. 



Age. 



Kidney Lesion. 



Urine. 



Remit. 



1. Elia D. 

2. Robert M. 



- _ _. I 



46 



28 Grannlar 



3. Thomas B.j 25 



4 HeniyS. [ 28 

i 

15. AlfredW.' 38 

6. Charles T. 28 

■ 7. Uliam S. 12 
& EliseR. 



Pale granular. 7 oz. Sp. gr. low. Much albu-i Death. 

men ■ 

Sp. gr. 1015. Much al- Death, 
bamen 
PiJe grannkr. 6 oz.Sp, gr. 1010-1015. Albu- Death. 

I men a trace — \ 
Fkle grannlar Sp. gr. 1010-1014. Albn-' Death. 

I men -JHi I 

[No poet-mortemj Sp. gr. 1010-1016. Albn- 'Death. 

. men ^ 
Lardaceons. 24 oz.;Sp. gr. 1022-1031. Albu- Death. 

I men nearly solid 

Sp. gr. 1010^1016. Albu- Recovery. 

i men ,\j-i 
ca. 50 Red grannlar 7 oz. Sp. gr. 1022. Albumen Death. 

I (only tested once) } 



Brief Notes on the Cases, 

Case 1. — Eliza D., ast. 46, admitted for headache, pro- 
ptosis with loss of sight of the left eye, and obscure cerebral 
symptoms, shown by the autopsy to be caused by a fibroma 
growing from the sheath of the left Gasserian ganglion, with 
an aneurysm of the cerebral portion of the left internal carotid 
artery. After a month's stay in the hospital, during most 
of which time she was in a drowsy and delirious state, the 
rash appeared ; faded in a fortnight with free desquamation ; 
death following a week later. 

Case 2. — Robert M., ast. 28, painter. Admitted for lead 
colic. He made a slow recovery, and then went to a con- 
valescent hospital. After he had been there a week the 
eruption appeared on his arms, forearms, thorax, back, and 
thighs. The temperature rose to 102° F. at the commence- 
ment of the eruption, but sank in a day or two to normal. 
Desquamation was very free. The rash had almost faded 
after three weeks, but he gradually sank, and died exactly 
one month after its first appearance. 

Case 3. — Thomas B., aet. 25, omnibus driver. Admitted 
for bronchitis. This speedily improved, but his general 
health deteriorated, and after he had been in hospital a 
month the rash appeared, and ran a very severe course. 
There was intense itching. He took iodide of potassium in 
15-grain doses three times a day, after the appearance of the 
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eraption^ on the surmise tliat it was of sypliilitic origin. 
Under this treatment, which was soon discontinued, the rash 
became pustular, and he died just a month from its com- 
mencement. 

Case 4. — Henry S., aet. 28, labourer. Admitted for per- 
sistent occipital headache and vomiting. He at first improved, 
but the symptoms recurred with increased intensity. He 
became very drowsy, and the eruption broke out when he 
had been in the hospital five weeks ; death occurring twelve 
days later during the desquamative period. The temperature 
rose to 103° F. a few hours before death. 

Case 5. — Alfred W., ast. 38, farmer. Admitted for dropsy 
of legs and dyspnoea. He soon developed slight pleural 
effusion on the right side, and oedema at the base of the left 
lung. He became semi-comatose, and symptoms of acute 
uraemia threatened, which, however, diminished on the out- 
break of the eruption six weeks after his admission. Desqua- 
mation had nearly subsided when he died, worn out by 
persistent diarrhoea, four weeks later. 

Case 6. — Charles T., aet. 28. Admitted for oedema of 
legs and lungs. The oedema gradually lessened, but the 
man's strength was surely decreased. There was a strong 
history of syphilis, and the symptoms so characteidstic of 
lardaceous disease of the kidneys, viz. diarrhoea and vomiting, 
were very prominent. After he had been in the hospital for 
two months the rash appeared and ran a short course, and 
desquamation was nearly over, when he died in a slight 
epileptiform convulsion, fifteen days after the appearance of 
the eruption. This patient had been taking iodide of potas- 
sium before the rash came out, and continued it for some days, 
but the aspect and character of the eruption was so similar to 
the others, and not at all resembling those due to iodine, that 
1 have no hesitation in including it. 

Case 7. — William S., aet. 12, schoolboy. Admitted for 
headache and slight dropsy. After a temporary improvement 
he slowly and steadily got worse, and in six weeks the rash 
came out. The papules were markedly haemorrhagic, but did 
not proceed to the pustular stage. Four weeks later his 
friends, dissatisfied with his progress, removed him to the 
country, when he made a rapid improvement, and was alive 
a few months ago, two years after his residence in hospital. 
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Case 8. — Elise B.^ sBt. 50^ maid. Admitted for hemiplegia 
and aphasia, due to cerebral haBmorrhage. She improved 
rapidly, and in a month was able to walk aboat the ward and 
make herself partially understood. Then a papular rash 
appeared all over her body, which rapidly became pastalar. 
The pustules commenced to dry up in about eleven days, but 
she died three weeks later from a fresh cortical haemorrhage. 
Though the urine contained no albumen there were other 
evidences of chronic interstitial nephritis, which was proved 
by the autopsy. 

Though the small number of cases precludes any absolute 
conclusions being drawn, yet it may be inferred that this 
eruption is most likely to occur in the different forms of 
chronic interstitial nephritis when there is but little oedema. 
It appears to be somewhat more common in men than in 
women, seems to have no predilection for any special age, 
and has no connection with gout or lead-poisoning. The 
urine is usually turbid and pale, of rather low specific gravity ; 
contains a diminished daily quantum of urea; blood and casts 
are frequently present; the amount of albumen, absent in 
only one case, varied from a trace up to a quantity which 
rendered the urine solid on being boiled. Sometimes there is 
moderate pyrexia when the eruption first breaks out, but the 
temperature soon falls. Convulsions are unfrequent, so is 
absolute coma. 

The microscopical appearances of the diseased skin are not 
very characteristic. There is almost complete disappearance 
of the strata comeum, lucidum, and granulosum^ the stratum 
Malpighii is much increased in thickness and shows evidences 
of active proliferation, and there is some round-celled infiltra- 
tion around the vessels in the upper layers of the dermis. 
As is usually the case with the erythemata, there is but little 
microscopical evidence of congestion in the blood-vessels. 
This ursemic rash is not likely to be mistaken for one of the 
varieties of erythema multiforme, or (if the patient has been 
taking iodine) for a form of iodide rash. Though at its com- 
mencement it closely resembles erythema papulatum, both in 
aspect and in distribution, yet its progress soon differentiates 
it ; the extremely free desquamation in the slighter cases, the 
tendency to gummy exudation or even pustulation in the 
severer cases being rare or unknown in erythema. In only 
two of the cases had the patient been taking iodide or bromide 
of potassium or sodium at any recent interval before the 
appearance of the rash, and its course in these cases was in 
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no ways modified ; but it is interesting to note that in the 
case in which potassium iodide was givep for eight days after 
the rash had appeared^ it ran a particularly severe course 
{vide post-mortem report, supra). Finally, what is the patho- 
logical cause of this eruption ? 

The experimental researches of Bouchard* have led him 
to determine seven toxic principles in urine which, when 
abnormally retained in the body, give rise to the different 
symptoms of uraemia. Of these toxic principles two are con- 
vulsivant in their action, one diuretic, one narcotic, one 
sialogogue, one temperature-reducing, and one pupil- contract- 
ing. One of two hypotheses is probable — either that there is 
on occasion present yet another as yet unisolated toxic prin- 
ciple, whose presence is manifested by a rash ; or that one of 
the above-mentioned toxines may in persons of a peculiar 
idiosyncrasy cause an eruption. 

This eruption is obviously allied to three other varieties of 
rash, all of which are due to morbid elements circulating in 
the blood-vessels : 

i. Pyasmic rash. 

ii. Ptomaine rashes — those various and usually transient 
erythemata and urticaria which occasionally follow upon the 
ingestion of fish, shell-fish, cheese, sausages, or meat, and are 
due to the production by bacteria of ptomaines or nitrogenous 
bases, bodies which are in many respects similar to the vege- 
table alkaloids. 

iii. Drv^ eruptions. 

We do not know accurately the physiology of ptomaine 
and drug eruptions. The most reasonable explanation is that 
they are of the nature of neuroses, or affection caused by both 
central and peripheral nerve-irritation. Some of them, such 
as the belladonna rash, are angeioneuroses, or more temporary 
dilatations of the blood-vessels leading to hypersemic con- 
ditions; others, such as the iodine rash, and this uraemic 
eruption are trophoneuroses in which the circulatory disturb- 
ances are so intense as to produce definite and more per- 
manent alterations in the nutrition of the skin. There is 
perhaps also a direct local action on the skin, though accord- 
ing to Professor Neumann, iodine is the only exanthem-pro- 
ducing drug whose presence has been determined in the 
tissue of the skin. Concerning uraemia, however, we do 
know that, whereas in normal sweat the amount of urea is 
infinitesimal, in uraemia so much may be excreted by the 

* Quoted from Dr. W. Carter's Bradshawe Lecture on Ur<Bfnia, 1888. 
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sweat-glands that when the sweat has evaporated^ it may 
remain upon the surface of the skin as a crystalline pnlp, 
giving the patient an appearance resembling frosted silver. 
That this rash of nrsemia has nothing to do with an excretion 
by means of the sebaceous glands is proved by its being well 
marked on the volar surface of the hands^ and plantar surface 
of the feet^ localities in which sebaceous glands are absent. 
In few pathological conditions do we have a better example of 
how important a factor in disease is the peculiar idiosyncracy 
of the patient. How numerous are the patients taking the 
salicylates (for instance)^ or suffering from urasmia ? How 
rare is the salicylate or ursemic rash ? The name Erythema 
toxicum has been proposed to include all eruptions due to 
foreign substances^ whether they be the pyaemic poison, 
ptomaines, drugs, or a uraemic toxine, and the term TJrsemic 
erythema or Ursem,ic dermatitis would be a subdivision of Ery- 
thema toxicum. 

Should this etiology be accepted by the Society, the skin- 
eruption seen in uraemia becomes no isolated phenomenon, 
but at once takes its place as one of the large number of skin 
rashes due to the presence of a poison in the tissues. In 
nraemia we have such a poison or poisons, in uraemia, there- 
fore, is this eruption to be sought for, and when found to be 
dreaded, as but too often a sign of speedily impending death. 
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IX. — Two cases of Nephrotomy. By C. W. Mansell 
MouLLiN. Bead November 13, 1891. 

THE first case was that of a lauy, unmarried^ aboat forty 
years of age, under the care of Dr. Mulvany. The 
patient, who was rather stout but active and energetic, stated 
that until the last week she had enjoyed excellent health. 
Seven days before she was suddenly seized with severe pain 
in the left loin, running down to the iliac fossa, but not to 
the thigh or labium. For the moment she felt faint and 
sick, but there was no actual vomiting. This passed off, but 
the pain continued for many hours, gradually becoming less 
and less severe. The bowels had acted freely, but from the 
afternoon of the day upon which she was attacked she had 
not passed a drop of urine. 

This was not the first attack ; the same thing had hap- 
pened to her about seven years before, only on that occasion, 
after the suppression had lasted six days, a large quantity of 
gravel mixed with blood came away from the bladder, giving 
her complete relief ; and she had some vague recollection of a 
similar occurrence in childhood. Unfortunately she was not 
sure as to the side affected. According to her own account 
there was frequently a deposit of gravel in her urine. 

The patient was in bed, but rather for the sake of con- 
venience of examination than because of weakness. The 
pulse was strong and of full volume, the colour good, and 
the tongue moist and clean. The lungs and heart were 
normal; the bowels had been acting well, and nothing un- 
usual could be felt per vaginam or through the abdominal 
wall. There was no increased dulness in the lumbar region, 
and no sign of any tumour ; but there was a distinct sense of 
resistance on pressure, and the muscles were more or less 
rigid. The left loin and iliac fossa were sensitive to pressure, 
but as the menstrual period was just finishing some allowance 
had to be made for this. Very little food had been taken. 
The patient complained of thirst and of being unable to 
sleep, but she was perfectly collected and exhibited very fair 
muscular strength. 

From the history and the symptoms there was no doubt 
that there was only one kidney functionally active, and that 
its ureter had suddenly become blocked seven days before, in 
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all probability by a calcnlns impacted in its apper end^ and 
the evidence pointed npon the whole to the left side of the 
body; bnt it was impossible to form any conclusion with 
regard to the condition or even the existence of the other 
kidney ; and the only hope of giving relief lay either in abdo- 
minal exploration and incision of the ureter, or in lumbar 
nephrotomy. The wall of the abdomen was much too thick 
and firm for massage to be applied with auv benefit, and all 
ordinary remedies for attacks of renal colic had already been 
exhausted. This was explained to the patient, but as she 
wished to talk it over with her friends nothing was done at 
the time. Directions were given to keep the bowels freely 
open; the diet was restricted to non-nitrogenous food, and 
abundance cf fluid was given with alkalies in the hope that 
disintegration might take place as on the previous occasion. 

Two days later, that is to say at the commencement of 
the tenth day of total suppression, the patient gave her 
consent, bnt that morning her condition had changed so 
much for the worse that anything in the shape of such a pro- 
longed operation as peritoneal ureterotomy was out of the 
question. The mental condition was listless and apathetic ; 
the pulse small and very feeble ; the respiration shallow, and 
the muscular weakness so great that the patient was unable 
to remain sitting up in bed. A few drachms of brandy were 
given, and as the pulse showed some improvement it was 
decided to drain the kidney at once through the loin without 
attempting anything further. The patient was anaesthetised, 
and the ordinary lumbar incision made, parallel to and below 
the level of the last rib. The perirenal fat was rather 
abundant, but there was no diflSculty in finding the kidney, 
although it seemed to lie unusually deep. Its surface was 
smooth and uniform but very firm, and it was not possible, 
either by rolling the patient on to her back or by hooking 
the kidney outwards, to pass the finger suflSciently far on to 
the anterior surface to feel the pelvis. A puncture was 
accordingly made in the cortex, the bleeding stopped by the 
pressure of the finger, and a pair of dressing forceps pushed 
through the kidney substance into the pelvis. One or two 
small fragments of gravel escaped at once with the blood 
which poured out freely for a moment, but no stone could be 
felt either with the forceps or a sound. The cavity was 
large ; the end of the instrument could be made to traverse 
it in all directions, but I could not be certain that it ever 
really entered the orifice of the ureter, and the condition 
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that caused the obatraction remained nnknown, though there 
was little donht as to its nature. Urine began to escape 
almost at once ; one drainage-tube was carried down to the 
bottom of the wound into the opening that had been made in 
the cori)ex, aud connected with a receptacle bj means of a 
long piece of rubber tubing ; a second was passed into the 
perirenal cellular tissue, and the fascia and the skin united 
by suture. 

The patieut bore the operatioo exceedingly well, and for 
some days everything seemed to progress as favourably as 
possible. She was sick once after the operation ; the tem- 
perature remained normal j there was no irritation around 
the wound, which looked as if it would unite by the first 
intention, and the urine poured steadily drop by drop out of 
the tube. The chief inconvenience was constant thirst, 
which nothing seemed able to relieve. The patient, how- 
ever, never really rallied ; the apathetic listless state which 
came on suddenly the morning of the operation remained 
unchanged ; the muscular strength did not return ; she lay in 
bed, perfectly helpless, unable to keep upon the pillow ; and 
at the end of the third day the nnne began to come throagh 
the wound around the tnbe. From this time all trace of 
repair disappeared, and the cavity gaped widely open again. 
Advantage was taken of this on one occasion to see if it 
would not be possible to extract the calculus through the 
wound, dislodging it by means of a small catheter passed 
from the bladder along the ureter, but the obstmction was 
much too firm. Ten days after the operation the wound was 
in exactly the same condition, the suriace covered with small 
slonghs of fascia, very little redness or inflammation around, 
and the orine coming thvongh the lower angle. The tem- 
perature never rose above 101° P., but the pulse remained 
weak and feeble ; the patient was unable to take any food j 
the strength continued to fail more and more, and at length 
death ensued on the twenty-third day. 

At the post-mori;em examination the left kidney wa4.J 
found to measure 8 inches by 4; the pelvis was even lapff*" 
in proportion, and an oval uric acid calculus was imps' 
in the ureter, at its con ]t, lying nearly^ '~~ 

middle line of the bodj le no trace ofj 

upon the right side, noi er, so far a ' 

upper end was concern ~» *"»■ 

been concealed in the c 
bladder, but the orifice 
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istence was doubtful. The immediate cause of death was 
pyelitis. 

Whether the absence of the right kidney was due to mal- 
formation or to obstruction of the ureter in infancy or f octal 
life with consequent hydronephrosis and atrophy could not 
be determined. Of the two the latter appears the more 
probable, as in a very large proportion of the cases in which 
only one kidney is developed, it is either median or abnor- 
mally shaped. In this instance, although it was greatly 
hypertrophied and displaced somewhat by its increase in 
size relatively to the parts around, it was not otherwise 
altered in shape or position. It is true no trace of the cap- 
sule on the other side was detected, and no calculus was found 
along what would have been the course of the ureter, but its 
minute size, supposing it to have descended early in life, 
would easily account for its being overlooked. 

As regards the mode of operation, in the patient's con- 
dition there was no option. Opening the peritoneal cavity 
would in all probability have proved immediately fatal from 
shock; but had the patient given her consent at an earlier 
period the choice would have been a very difficult one. There 
was no doubt that at the time there was only one kidney func- 
tionally active, and that there had been only one at least since 
the last attack, and possibly from birth. Pain, even when it 
18 definitely localised, is not an absolutely certain guide under 
such circumstances. When there are two kidneys, and both 
are blocked by calculi (as might easily have been the case in 
this instance), the pain excited by the most recent attack is 
sometimes referred to the organ which has suffered the longest 
and the most severely. If, on the other hand, there is only 
one, however acute the suffering may be, it gives little or no 
clue as to the position the organ may have assumed in the 
course of development. Local tenderness (especially when, 
as in this case, there is no one very sensitive spot), muscular 
rigidity, and the sense of resistance upon deep palpation, do not 
help to a very much greater extent. Manual examination by 
the rectum is of no assistance, for even if a calculus can be 
felt in one ureter, it does not follow that this may not have 
been there for years, and that the real cause of the latest 
attack is on the other side of the body. Accordingly, it seems 
to me that in such cases as these, when examination of the 
pelvic viscera gives no clue, unless the symptoms definitely 
point to one side, with the history of a similar trouble hav- 
ing occurred upon the opposite one on a previous occasion. 
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abdominal exploration should be the mle. In this particular 
instance neither the symptoms nor the history were suflS- 
ciently distinct to deserve full reliance ; and I was fortunate 
in not meeting with any greater diflScidty than the depth at 
which the pelvis of the kidney lay, rendering it impossible 
to reach it with the finger through the ordinary lumbar 
incision. 

The second case was that of Ann B., ast. 34, who was 
admitted into the London Hospital in July, 1888, suffering 
from renal colic. She had been troubled with it at frequent 
intervals for the last two years. On one occasion she had 
been treated as an in-patient for it for some weeks ; recently 
it had become so severe and continuous that she was prac- 
tically disabled by it. 

The present attack began fourteen days before admission. 
For some time previously the patient had not been feeling well, 
and had suffered from a dull aching pain across the loins. 
Suddenly one afternoon she was seized with a violent attack 
on the right side, extending down to the hip and across the 
epigastrium. This lasted for some hours, causing great pros- 
tration and nausea (it was difficult to make out whether she 
had really been sick on this occasion or not — afterwards she 
certainly was), and then slowly passed off, though it did not 
cease altogether. Nearly every dav since there had been 
paroxysms of a similar character more or less severe, in addi- 
tion to and quite distinct from a chronic persistent aching 
across the loins. The urine was said to contain a considerable 
quantity of blood, and there was a constant desire to pass it, 
but micturition itself was not attended by pain. 

The patient had been rather stout, but was losiug health 
and strength. The veins on the face were dilated and the 
eyelids slightly puffy, but there was no marked ansemia. The 
skin, except during the paroxysms, was dry but not harsh, 
and there was no oedema of the extremities. Her easiest 
attitude was sitting up, inclining rather to the right side, and 
any attempt to straighten out the right hip-joint was resisted. 
The pulse was usually 80 in the minute, and somewhat hard ; 
the heart was slightly hypertrophied, and there was some 
bronchitis and emphysema. The abdomen was tender more 
or less all over, but especially in the right loin, under the tip 
of the last rib. There were no ophthalmic changes. She 
slept fairly well when the pain was not severe ; the appetite 
was not good ; the tongue was coated ; the bowels irregular, 
and at times she suffered considerably from flatulence. The 
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nrine often contained blood — sometimes a considerable amount 
— evenly mixed with it, and without any clots. The specific 
gravity varied from 1012 to 1014; the amoant averaged 40 
02. There was a small quantity of albumin usually present^ 
and generally a deposit of urates. 

There was no doubt as to the condition of her kidneys ; but 
the persistent haBmaturia, the frequently recurring attacks of 
nephralgia, limited to one side and attended by vomiting and 
great exhaustion, and the pain and tenderness over that part 
of the body, seemed to point so strongly to the presence of a 
calculus, and had already reduced her to such a condition 
of prostration, that an exploratory operation was deemed 
advisable. 

The patient was placed under an anaesthetic and the lower 
end of the kidney exposed by an incision through the loin, 
parallel to and slightly below the level of the last rib. The 
perirenal fat appeared normal. The surface of the kidney 
was firm and slightly irregular, but there was no marked 
difference at any one spot. A puncture was made in the 
cortex in the posterior part of the outer border, the bleeding 
stopped by pressing the finger against it, and a sound passed 
through die substance of the kidney into the pelvis. The 
calyces were thoroughly explored, but nothing was found, 
and accordingly the sound was withdrawn. The wound was 
closed in the ordinary way, suturing the fascia and the skin, 
and a drainage-tube left at the dependent opening. There 
was no haemorrhage worth mentioning, and no vessels required 
compressing or tying. 

The following night the patient was rather restless, but 
slept well after a small injection of morphia. A fair quan- 
tity of milk was taken without any nausea, and the urine 
was passed voluntarily without difficulty. It contained a 
small quantity of blood and one or two casts. The attacks 
of pain appeared to have ceased, and the improvement con- 
tinued for forty-eight hours ; then the paroxysms began to 
return. The third night there were two ; the day following one 
of very great severity, lasting for five hours and leaving the 
patient absolutely prostrate ; and from that time they were 
even more frequent and more severe than before the opera- 
tion, occurring many times a day and preventing the patient 
getting any rest at night. A small quantity of urine drained 
out through the wound, but in spite of this it appeared to be 
healing well. There was no inflammation around it, and the 
temperature never rose above 101° F. On the evening of 
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the third day the dressings were stained with blood, and the 
next morning there was a considerable degree of oozing both 
externally and into the bladder. The following day some 
clots, which had evidently come down from the pelvis, were 
passed per nrethram. This continued until the sixth day 
when there appeared to be a certain amount of improvement ; 
but the exhaustion became greater and greater; the pain 
came back again ; the patient was unable to take any food, 
and gradually sank on the third day. Consciousness was 
retained to the last and there were no convulsions. 

At the post-mortem examination the wound was closed 
for a considerable part of its extent; there was no haemor- 
rhage or suppuration around the kidney. Both kidneys 
were contracted and granular; unfortunately their weight 
was not recorded, but though the change was distinct the 
degree was not in any way unusual. The capsule was thick- 
ened and adherent, and the pelvis, especially on the side 
operated upon was congested, and the mucous membrane 
thickened, but not more so than the operation would account 
for. The wound was carefully examined, but there was no 
evidence of any vessel having been injured. The hsBmor- 
rhage appears to have been capillary oozing, similar to but 
more abundant than that which had been going on for the 
last two years. The other organs presented nothing note- 
worthy. 

It is quite possible that in this case the operation may 
have hastened the end, although from the rapidity with 
which the patient was losing ground I do not think so 
myself. My object in bringing it forward is to obtain some 
expression of opinion as to the cause of these attacks of 
nephralgia (which were suflSciently severe to deceive two of 
my medical colleagues as well as myself), and to ask whether 
there are any means by which they can be distinguished 
from that form of colic which attends the presence of a 
moveable calculus. That profuse attacks of hsematuria, simu- 
lating vesical haemorrhage, may occur in chronic interstitial 
nephritis without any calculus or other cause than the 
inflammatory process itself, has been shown by Mr. Bowlby 
in the Transactions of the Clinical Society for 1887, and also 
by Dr. West, but I do not gather that in any of the cases 
recorded by them there were in addition paroxysmal attacks 
of nephralgia similar to these. 

They were not caused by clots descending the ureter, for 
though they usually coincided with the haematuria, on several 
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occasions this was so slight that it required chemical tests to 
prove its existence. Sometimes they were brought on by 
exertion^ or sudden movement, but both before and after the 
operation they not unfrequently began at night, while the 
patient was asleep. A similar occurrence in connection with 
renal calculi has been noted by Jacobson and others, but 
only, I believe, when the retained masses were of considerable 
size, and it has been attributed to the passage of faBces in 
the colon over the tender kidney, and the excretion of 
crystals irritating the surface of the urinary passages; but 
neither of these explanations is satisfactory in the present 
case. The pain bore no relation to the menstrual flow. 
There was nothing wrong with the duodenum ; there were no 
gall-stones or any affection of the gall-bladder ; nor, so far 
as the post-mortom examination could show, was there any 
difference discernible between the two kidneys, other than 
that which might reasonably be attributed to the operation. 
The only definite feature about the attacks of pain was that, 
with the exception of the forty-eight hours immediately fol- 
lowing the operation and quite the end, the last hour or two 
before the patient's death, they appeared to become more 
and more frequent and severe in proportion to the degree of 
exhaustion ; and for this reason, from their peculiar paroxy- 
smal character, and because no direct or reflex exciting 
canse could be found (unless the dyspepsia or the slightly 
hypertrophied condition of the heart is considered sufficient), 
I am disposed to regard them as purely neuralgic. 
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X. — Some cases of Albumosuria. By Lee Dickinson, 
M.B., and W. K. Fyf^e, M.B. Bead November 
27, 1891. 

WE have the honour to bring before the notice of the 
Society twenty cases of pneumonia, or conditions allied 
to pneumonia, in which the urine contained an amount of 
albumose readily recognisable by such simple tests as are 
conveniently compatible with ordinary clinical practice. Our 
object is to show that albumosuria is of more frequent occur- 
rence than is generally supposed, and to describe a method 
by which it can be readily demonstrated. 

The oases were all essentially similar, so we give one only 
in some detail, and the others in an abbreviated form. 

It has long been know that peptones, or bodies allied to 
peptones, are occasional constituents of the urine, and since 
the systematic investigations of Maixner"^ and especially 
V. Jakscht it has appeared that the most frequent clinical 
associations of " peptonuria ^^ are with suppuration and acute 
inflammation — in particular empyema and pneumonia. 

At the time when these observers published their papers, 
little or no distinction had been drawn between the peptones 
and the earlier products of proteolytic digestion — the albu- 
moses, and therefore no exception can be taken to their 
nomenclature; but since then much light has been thrown 
upon this branch of physiological chemistry, and we have no 
doubt that what was formerly described as peptone in the 
urine should at the present day be called albumose. 

The old methods employed for the detection of ^^ peptone " 
are far too elaborate and lengthly for ordinary use at the 
bedside, and in our experiments, we must repeat, we did not 
search for very small quantities, but only such as are obvious 
to hasty tests. It is from this reason probably that we have 
hitherto found a much smaller percentage of cases of albu- 
mosuria than did either Maixner or v. Jaksch. 

For a period of rather more than six months we examined 
the urine of all cases of acute or serious disease admitted into 

* Prater Vierteljahrschrift fur die Praht. MHlkunde, Bd. iii, 1879. 
t Prager med. Wochenschr., Nos. 7 and 9, 1881 ; Zeitschr. JUr klin. Med., 
Bd. vi, 1883. 
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the medical wards of St. George's Hospital^''^ and in only ten 
(the first ten on the list) did we find albumose. 

Sabseqnently we confined our observations chiefly to cases 
of pneumonia or where suppuration within the chest was 
suspected^ and we met with ten more to be added to the list. 

It may be worth while to state that among the cases examined were two of 
hepatic abscess (one of which was watched froxsk its beginning), two others in 
which there was a hurge collection of pus within the abdomen, and nine of 
empyema (for the most part of some doration before they were admitted). The 
absence of the phenomenon in all of these is probably to be explained by the 
thickness of the membrane surrounding the pus, absorption from the latter 
being impeded. Cf. v. Jaksch, Zeit.fur kUn, Med., 1883, vi, p. 413. 

Our method was to test for proteids — (1) by boiling 
after slight addition of acetic acid ; (2) by cold nitric acid ; 
and (3) by the biuret test. In applying the last test we 
found it advisable, as Neumeistert has recommended, to so 
arrange that the pink colour may appear at the margin of a 
layer of urine, and thus escape obscuration by the urinary 
pigment. Since it is more convenient clinically to work with 
one test solution than with two, the ordinary procedure was 
slightly modified. The solution used was one of 20 per cent, 
caustic alkali in distilled water, to which enough sulphate of 
copper had been added to impart a faint blue tint, and this 
was placed at the bottom of a glass vessel four centimetres 
in diameter; upon the surface of this dense solution the 
urine was floated, and in those cases where a positive result 
was obtained a pink colour appeared at the junction of the two 
fluids. 

There is one objection to the use of a ready-made mixture of alkali and 
copper. Occasionally after the ingestion of certain vegetable matters, especially 
rhubarb, the urine becomes red by the addition of alkali alone, and if the 
mixture be used this colour may be mistaken for that proper to albumose or 
peptone. When there is any doubt it is certainly better to add the copper 
separately, in the form of a very dilute solution upon the surface of the nrine, 
previously treated with an equal volume of 20 per cent, alkali. 

In almost all cases a certain amount of ordinary coagulable 
proteid was present, which was removed by boiling and filtra- 
tion (without appreciably affecting the intensity of the biuret 
reaction) , and then a more exact determination of the nature 
of the uncoagulable proteid could be made. To state the 
results briefly, this proteid was always albumose and never true 
peptone ; that is to say, whenever there was a biuret reaction 

* These cases included forty-four of pneumonia, seven of which ended 
fatally. 

t Zeitsehr, fir Biol,, 1888. 

VOL. XXV. 5 
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there was almost always a characteristic albnmose reaction 
with nitric acid^ and in many specimens peptone was definitely 
proved absent by the complete precipitation of all proteid on 
sataration with ammoninm sulphate. The point is not un- 
important because of the highly interesting physiological 
properties which many albumoses have been shown to possess ; 
and apart from any specificity of action^ the ordinary albn- 
moses of peptic digestion have a far more powerful effect 
than true peptones when injected into the blood of animals.* 

With regard to the proportion of albnmose in the urine 
of our cases we have not made any exact determinations, but 
we are able to state definitely that in some it was excreted in 
quantity which may be supposed quite sufficient to materially 
influence the condition of the patient while passing through 
the blood. In Cases 2 and 4 the proportion was certaiiJy 
more than 1 and probably not less than 2 per cent.^ and this 
at a time when the urine was more abundant than natural.f 

The albumoses with which we have met are proto- and 
deutero-albumose^ and although in some instances the first 
variety was certainly largely present, and in others the second 
perhaps in not much smaller amount, it is better to draw no 
sharp distinction between the two, because the chemical re- 
actions of the one merge into those of the other when the 
solutions are dilute, t 

Prom experiments upon animals it appears that the effects 
of injecting albnmose into the blood are chiefly congestion of 
the portal tract, fall of blood-pressure, fever, narcosis, and 
modified coagulability of the blood ; and it is very probable 
that clinically some such effects in a minor degree may accom* 
pany albumosuria, but we have failed to trace satisfactorily 
any of the graver symptoms in our cases to the passage of 
albnmose through the blood. In all there was considerable 
fever, and in many diarrhoea; in Cases 1 and 16 the weakness 
of pulse during the excretion of albnmose was noteworthy ; 
and in Case 2 an alarming state of semi-coma followed a 
comparatively small dose of morphia. 

Perhaps the most remarkable points brought out by a 
review of the cases are their severe character during the 

* Pollitzer, '* On the Physiol. Action of Peptones and Albumoses/' Journ. 
of Phytiol., vol. vii. 

t Some idea of the degree of concentration of albnmose in the urine may be 
readily formed by comparing the intensity of its biuret reaction with that given 
by a standard solution (1 per cent.) of commercial albnmose in equally high- 
coloured but proteid-free urine. 

X Nenmeister, " Ueber Albumosen und Peptonen/' Zeit, f. Biol^ 1890. 
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primary fever, their high mortaUty, and the occasional serious 
sequelce apart from the development of empyema. At the 
same time it is possible that ceteris paribus albumosuria should 
be regarded as a favourable indication^ in view of the fact 
that in several most virulent and fatal cases of pneumonia 
with extensive hepatisation of lung this sign was absent 
throughout. 

The origin of the albumoses in such diseases as we have 
dealt with is probably pus or at least inflammatory exudation. 
Hofmeister^ long ago demonstrated what he called "peptone" 
in pus, and in several specimens of laudable pus examined by 
us there were large quantities of albumoses. 

Dr. Sidney Martin,t in a report read at the meeting of 
the British Medical Association in 1890, described a case of 
empyema in which the amount of albumose was estimated in 
both the pus and the urine, showing that the amount in the 
latter varied inversely to the purulent discharge ; and though 
we have made no quantitative estimation we can confirm Dr. 
Martin's observation as to the disappearance of albumose 
from the urine when pus is evacuated (Case 2). 

It is probable that the albumoses are formed by the pyo- 
genic micro-organisms, especially, as Dr. Martin suggests, by 
the staphylococcus pyogenes aureus ; but there is some ground 
for supposing that the pneumococcus and the streptococcus 
pyogenes are at least equally powerful in the same way. 
Observations, however, upon this point may form the subject 
of a future communication. 

Case 1. — Thos. L., SBt. 24, a strong and healthy-looking 
man (though he had a mitral systolic murmur and consider- 
able cardiac hypertrophy from rheumatism eight years before), 
was seized with severe stitch on the right side of the chest 
and a violent rigor, at 3 p.m., November 5, 1890. He was 
admitted into St. George's Hospital under the care of Dr. 
Whipham the same evening, with much pleural pain and a 
temperature of 101*4° F. Next morning, November 6, the 
pleural pain had been relieved by leeching, but he was 
evidently very ill. Respirations 51 per minute. Pulse 112, 
remarkably incompressible. Tubular breathing was heard at 
the posterior base of the right lung. The sputa were of a 
dark maroon-red colour. In the evening the temperature 
rose to 103*6°. The urine was lithatic, non-albuminous, and 
contained no albumose. 

• ZeiUchr. fur phift, Chemie, 1880, p. 268. 
t Brii. Med, Jourm., Janaary 24^ 1891. 
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November 7. — ^Prostrate, though quite sensible, complain- 
ing of great pain between the shoulders. Sputa rusty with a 
strong inclination to redness. Pulse weak and dicrotic, con- 
trasting forcibly with the strong pulse of the previous day. 
Temp. 101 '4° — 102°. The urine was orange-coloured, and 
deposited abundant crystals of nitrate of urea on treatment 
with nitric acid. That passed at 5 a.m. contained a distinct 
trace of albumen and no albumose. That passed at 7 a.m. 
contained no albumen and a small quantity of proto- albumose. 
That passed at 10 a.m. contained no albumen and an increased 
quantity of proto-albumose. That passed at 10.45 p.m. con- 
tained a trace of albumen and no albumose. 

November 8. — Some general improvement, though no 
crisis had occurred. The urine still contained a trace of 
albumen. 

November 9.— Much improvement. Urine still slightly 
albuminous. 

November 10. — ^TJrine lithatic, non-albuminous. 

November 19. — The man was discharged from the hospital, 
being quite well. 

Case 2. — ^Alfred P., 8Bt. 21. Rigor on July 1. 

July 5. — ^Admitted under Dr. Bwart. Signs of double 
pneumonia. Sputa scanty and rusty. Urine non-albuminous 
and free from albumose. 

July 8. — Sputa copious and purulent. Empyema sus- 
pected on left side, but exploratory punctures failed to find it. 

July 9. — An alarming degree of coma followed the subcu- 
taneous injection of one fourth of a grain of morphia. 

July 10. — Urine slightly albuminous and loaded with 
proto-idbumose. Peptone was proved to be absent by the 
precipitation of all proteid on saturation with ammonium sul- 
phate. 

July 14. — Copious expectoration of pus, and signs of pyo- 
pneumo-thorax on left side. 

July 15. — Urine almost free from albumose. 

Jaly 16.— Signs of pericarditis. Urine free from albumose, 
and subsequently non-albuminous. 

The man made a very lingering recovery, and on February 
24, 1891, was still expectorating pus. 

He was shown by Dr. Ewart and Mr. Bennett at the Medical Society on 
Febroary 16 as a specimen of dexio-cardia. 

Case 3. — Chas. A., sat. 61. Admitted on September 15 
with pleural pain. 
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September 16. — ^Urine contained a trace of albumen and no 
albomose. 

September 17. — Pleural pain very severe. Urine con- 
tained a trace of albumen^ and gave good reactions of proto- 
albmnose. Death occurred in the evening. Post-mortem. — 
Grey hepatisation of middle lobe of right lung. Lymph on 
upper sur&ce of diaphragm and lower part of right pleura. 

Cass 4. — Henry P., sat, 39, a very intemperate man, was 
attacked by diarrhcea and stitch in the side on September 10, 
and admitted on September 13. 

September 14. — Signs of pneumonic consolidation of the 
whole right lung. Urine contained a trace of albumen and a 
large quantity of proto-albumose. Peptone was proved absent 
by means of ammonium sulphate. 

September 15. — Severe pleural pain on right side necessi- 
tating leeching. 

September 17. — ^Violent delirium. Urine contained less 
albumose. 

September 18. — ^Improving. Urine contained no albu- 
mose. 

September 23. — Lysis had occurred. Urine free from 
albumen and albumose. 

October 14. — Empyema had developed in the right pleura, 
and thoracentesis was performed. 

November 4. — Discharged. 

Cass 5. — Elizabeth P., SBt. 49, was seized by a violent 
rigor and great pleural pain on September 23, and admitted 
on September 26. 

September 27. — Signs of pneumonic consolidation with 
pleural friction over lower lobe of left lung. Urine orange- 
coloured and lithatic, containing a trace of albumen and a 
distinct trace of proto-albumose. In the evening there was 
pleural friction on the right side. 

September 28. — Urine contained a larger quantity of 
albumen and still a distinct trace of proto-albumose. Death 
occurred early on September 29. Post-mortem. — Copious 
recent lymph on both pleursB. Copious fibrinous pericarditis. 

Case 6. — Mary L., SBt. 37, was admitted on October 16 
with acute bronchitis and some pleural pain. 

October 20. — Herpes labialis and high fever. Urine 
lithatic, containing a considerable quantity of albumen and a 
smaller quantity of albumose. 
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October 21 and 22.— Ditto. 

October 23. — Some general improvement. Urine coii- 
tained less albumose. 

October 24. — Urine still albuminous, but free from 
albumose. 

October 27. — Convalescent. Urine non-albuminous. 

The albumose present in the urine of this case gave somewhat peculiar 
reactions. It was partially precipitated by saturation with sodium chloride 
after neutralisation ; but it was not precipitated by nitric acid unless its solution 
was first saturated, or nearly so, with salt. In these points it resembled proto- 
myosinose.* 

Case 7. — Walter R., set. 22, was taken ill on November 5, 
and admitted, in a moribund condition, on November 10. No 
urine was obtained during life. Post-mortem. — Meningitis. 
Upper lobe of right lung in a state of grey hepatisation. 
Much lymph on right pleura. Urine (drawn off from bladder 
by syringe) contained a considerable quantity of albumen and 
a smaller quantity of (? deutero-) albamose. 

Case 8. — Chas. H., aet. 35, was taken ill on December 27, 
and admitted on January 3 with delirium tremens and signs 
of resolving pneumonia at the base of the left lung. 

January 4. — Urine contained a trace of albumen and a 
small quantity of proto-albumose. Rapid recovery. 

Case 9. — John S., aet. 23, was taken ill on January 5, and 
admitted on January 8. 

January 9. — Pleural stitch. Signs of early pneumonic 
consolidation of lower lobe of left lung. Urine slightly 
albuminous, and contained a small quantity of proto-albumose. 
Urine soon became normal. Ultimate recovery. 

Case 10.— -Annie M., aet. 54, was seized by a rigor on 
February 2, and admitted on February 5 with general 
bronchitis and pneumonic consolidation of upper lobe of left 
lung. 

February 6. — Urine contained a considerable quantity of 
albumen, after the removal of which a distinct pink biuret 
reaction was obtained. No turbidity was produced by nitric 
acid, even after the addition of sodium chloride to saturation ; 
but all proteid was precipitated by saturation with ammonium 
sulphate. Death occurred in the evening. Post-mortem. — 

* Kuhne and Chittenden^ '' Myosin und Myosiuosen/' Zeitschr. fiir Biol.* 
Bd. XXV. 
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Upper lobe of left lung in a state between red and grey 
bepatisation. 

Case 11. — ^William S., SBt. 43, was admitted on Marcb 9, 
and tbe following day was prostrate and semi- delirious, with 
signs of pneumonia at the bases of both lungs. 

On March 10, 11, and 12 the urine contained a consider- 
able quantity of albamen, after removal of which there was a 
slight proto-albumose reaction, and a strong one of deutero- 
albumose. 

On March 13 the temperature had fallen to normal; the 
urine contained a trace of albumen and no albumose, and was 
afterwards non-albuminous. For the first week there was 
profuse diarrhoea; subsequently there were return of fever 
and delirium, and death on April 15. Post-mortem. — Ul- 
cerative endocarditis. Gangrenous abscess cavity in lung. 
Vertical meningitis. 

Case 12. — Susan H., mi, 55, had a rigor on March 6, and 
was admitted on March 8. 

March 11. — ^Urine contained a considerable quantity of 
albumen, after removal of which there was a strong reaction 
of deutero-albumose. All proteid was precipitated by satura- 
tion with ammonium sulphate. 

March 12. — Redux crepitus and tubular breathing over 
lower lobe of right lung. Urine still highly albuminous, but 
almost free from albumose. Grood recovery. 

Case 13. — John J., ast. 28, was admitted on February 12, 
after an accident in which some of his ribs were fractured. 

March 2. — Pyo-pneumo-thorax had developed, and aspira- 
tion was performed. 

March 3. — Temp. 104°. Urine (examined carefully for 
the first time) was albuminous, and gave a distinct proto- 
albumose reaction. Death occurred in the evening. 

Case 14. — Caroline R., SBt. 63, was admitted on April 6, 
which was the sixth day of an attack of pneumonia. The 
urine was densely lithatic, albuminous, and contained much 
deutero albumose. A crisis occurred during the night. Diar- 
rhoea during April 6, 7, and 8. Convalescence was inter- 
rupted by insanity, erysipelas, and venou§ thrombosis in the 
leg. Death on April 20. No post-mortem examination. 

Case 15. — George T., set. 28, was admitted on April 5, 
the first day of an illness which was afterwards diagnosed as 
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donble pneumonia and pericarditis. The urine was at first 
non-albuminous. 

On April 9 it contained albumen and a small quantity of 
albumose^ and death occurred. No post-mortem examina- 
tion. 

Case 16.-— George S., SBt. 38, was attacked by vomiting 
and diarrhcea on the evening of April 18, and was admitted 
on April 22. 

April 23. — ^Tremulous, with some stitch on right side of 
chest, but no discoverable consolidation of lung. Sputa 
of a greenish rust colour. Urine contained a considerable 
quantity of albumen, after removal of which there was a 
slight biuret reaction. 

April 24. — Diarrhoea. Weak pulse. Urine contained 
much deutero-albumose. 

April 25. — Continuance of diarrhoea. Delirium. Urine 
contained less albumose. In the night the urine became 
almost free from albumose. 

April 26. — Death occurred at 5 a.m. Post-mortem. — 
Mitral constriction. Middle lobe of right lung in a state of 
red hepatisation passing into grey ; old fibrosis of lower lobe. 
The hepatised lung eontained a trace of proto-albumose, and 
a much larger quantity of deutero-albumose. 

Case 17. — Edward S., SBt. 22, had a rigor on April 29, and 
was admitted on May 1 with solidification of lower lobe of 
left lung. The urine was slightly albuminous, and gave a 
brilliant biuret reaction. 

May 2. — Sputa deeply rusty. Bowels loose. Urine con- 
tained deutero-albumose. 

May 3. — Fresh pleural pain on left side. 

May 5. — Bowels still loose. Strong biuret reaction in 
urine. Died at night. Post-mortem. — Grey hepatisation of 
lower lobe and posterior part of upper lobe of right lung. 
Red hepatisation of lower lobe of left lung. Much lymph on 
both pleurae. Recent pericarditis. 

Case 18. — Joseph H., aet. 38, an intemperate man, was 
seized by pain across the chest on May 3, and was admitted 
on May 5 with no physical signs of pneumonia. The urine 
was slightly albuminous, and contained a large quantity of 
deutero-albumose. Bowels loose. 

May 6. — ^Urine contained much less albumose. Acute 
mania in the evening. 
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May 7. — ^Died after twenty-four hours of mania. Post- 
mortem. — Red hepatisation of right lung from base nearly to 
apex. This lung contained proto- and deutero-albumose. 

Cass 19. — William S., ast. 49, was taken ill on May 10, 
and admitted on May 15. He was then severely ill with 
pneumonic consolidation of the lower lobe of the right lung 
and pink sputa. Urine albuminous, but free from albumose. 

May 16. — Urine gave a fair biuret reaction due to 
(? deutero-) albumose, all proteid being precipitated by am- 
monium sulphate. 

May 17. — Crisis had occurred. Urine still gave a slight 
biuret reaction. 

May 18. — Urine still albuminous, but almost free from 
albumose. Urine subsequently non- albuminous, and free 
from albumose. Good recovery. 

Case 20. — Frank C, ast. 21, was admitted on April 6, the 
fourth day of illness, with high fever ; no physical signs of 
pneumonia, but red sputa. 

April 7. — Sputa bright red. Urine non-albuminous, and 
free &om albumose. 

April 8. — Sputa rusty. Pneumonic consolidation of whole 
of left lung. Urine slightly albuminous, and contained a 
considerable quantity of deutero-albumose. 

Urine subsequently normal. Good recovery by April 29. 
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XI. — Sequel of a case of Traumatic Aneurysm of the 
Spine. {Gontmued from Vol. xxiii, 1890, j?. 725.) 
By W. G. Spencer, M.S. Bead^ November 27, 
1891. 

I DESCRIBED, in the twenty-third volume of the Societ/s 
Transactions, the case of a man SBt. 58, who fell from a 
scaffold thirty feet high, and sustained a fracture-dislocation 
of the spine at the junction between the dorsal and lumbar 
vertebraB, the fracture being apparently at first firmly im- 
pacted. The man came under my care in August, 1889, 
that is, thirteen months after the accident, when I found an 
aneurysm on either side of the angular curvature. iPulsation 
could be felt from the tenth rib to the third lumbar vertebra, 
and from four to six inches from the middle line outwards on 
either side of the spine behind. Hepeated examinations 
failed to detect any abnormal abdominal pulsation, nor any 
signs of obstruction to the abdominal aorta. But he suf- 
fered great pain from pressure upon the nerve roots in- 
volved. There was no paraplegia. On several occasions 
after slight exertion he had attacks of hsBmaturia, passing 
clotted blood, but as a rule the urine was normal. He had 
also at the bifurcation of the left carotid what appeared to be 
a fusiform aneurysm, about 1^ inch in diameter. 

Through the kindness of Dr. Melsome I was able to keep 
the patient under observation in the Chertsey Infirmary. 
He continued in great pain without any abdominal pulsation 
nor signs of peritonitis becoming evident, and died on De- 
cember 18, 1890, two years and eight months after the 
accident. 

On making a post-mortem, I found the lower limbs were 
not especially wasted. The lungs were normal except for 
some old pleural adhesions. The patient was emaciated, but 
there were no bed sores. On opening the abdomen no fluid 
nor blood was found in the peritoneal cavity nor adhesions, 
except that the right lobe of the liver was partly adherent to 
the inner surface of the ribs. The abdominal cavity was 
extremely shallow, having the thin- walled stomach and intes- 
tine spread out in front of a black mass, which encroached 
upon the cavity from behind. This black mass, composed of 
organised and unorganised blood-clot, extended from the 
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diaphragm to the pelvis^ coyering all the organs lying behind 
the peritoneum^ and infiltrating the mesentery down to the 
mesorectum. To expose these structures and the wall of 
the aneurysm^ layers of the altered clot from an inch to two 
inches in thickness had to be dissected off. The remains 
of the back muscles between the wall of the aneurysm and 
the skin behind were also infiltrated with blood-clot. The 
spines and laminsB^ when removed, exposed the uninjured 
spinal cord and cauda equina. 

The pathological specimen consists — 

(1) Of the last dorsal and four lumbar vertebrsB, with a 
large aneurysm on either side behind the abdominal aorta. 

(2) The heart, thoracic aorta, and carotids. 

(3) The kidneys, ureters, and bladder. 

(4) Calculi. 

(1) At the back of the specimen an angular prominence 
projects into the spinal canal from the front, at the junction 
of the last dorsal with the first lumbar vertebra. This marks 
the position of the fracture dislocation. Below this the poste- 
rior common ligament forms the back wall of the aneurysm, 
the bodies of the first and second lumbar vertebraB having 
been extensively destroyed ; the ligament is thickened, but 
the spinal canal has not been actually invaded. On either 
side of the spine the aneurysm bulges further back than a plane 
drawn vertically through the spinous processes. Several 
small secondary sacs had extended between the wasted lum- 
bar muscles which communicate with the primary sac, 
especially two ; one on either side external to the articular 
processes and between the transverse processes of the first 
and second lumbar vertebaaB. When looked at from the front 
the large aneurysmal sac appears like an exaggerated horse- 
shoe kidney, the left side being larger than the right, and the 
portion of the sac uniting the two comparatively narrow in 
the front of the spine. In front of the aneurysm is the abdo- 
minal aorta irregularly dilated from its passage through the 
diaphragm to the origin of the renal arteries, after which it 
is normal. The sac is connected with the back of the abdo- 
minal aorta, where the latter is dilated. Below this the 
thickened anterior common ligament forms the front wall of 
the sac in the middle line, whilst at the sides the front wall 
has been formed by the lumbar fascia. The formation of the 
front wall of the aneurysm by the anterior common ligament 
and by the lumbar fascia is shown also by the course of the 
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Inmbar arteries in curving round the vertebrae and entering 
the sac. The coeliac axis was found in the midst of dense 
tissue^ the result of extravasated blood, obliterated and 
shrunk to a small size. The superior mesenteric was, on the 
other hand, much dilated, but the renal arteries unaffected. 
The large cavity of the aneurysm was bounded above by the 
diaphragm, was partly empty, partly filled with recent clot, 
and in some of the loculi with decolourised clot. Most of the 
loculi have their inner wall rough and ragged, whilst some 
have a perfectly smooth lining membrane. The sac-wall 
varies in thickness from a :|^ to ^ inch, through which blood 
has been extravasated, at many points, into the retro-peri- 
toneal tissues. The bodies of the last dorsal and upper three 
lumbar vertebrae have been partly destroyed, especially the 
first two lumbar which have been perforated, so that the 
posterior common ligament forms the back wall of the sac. 
The communication with the back of the aorta is by an open- 
ing about 1^ inches in diameter opposite the coeliac axis and 
the origin of the first lumbar arteries. 

(2) The heart is much dilated, 20 oz. in weight, and with 
the pericardium universally adherent to the arch of the aorta 
dilated and atheromatous. The bifurcation of the left carotid, 
where they appeared to be a fusiform aneurysm during life, is 
perhaps larger than normal, but there is no great difference 
between it and that on the right side, where there was nothing 
abnormal to be felt during life. 

(3) The kidneys, although pushed downwards and for- 
wards and buried in a thick layer of extravasated blood and 
inflammatory tissue, which was closely adherent to the cap- 
sule and pelvis, appear fairly normal, the left kidney and 
ureter containing about 2 dr. of sand composed chiefly of 
urates. The bladder, after being dissected out from a mass 
of inflammatory tissue which filled the pelvis behind the peri- 
toneum, is seen to have two sacculi, and contained two stones 
composed chiefly of phosphates around blood-clot. 

The case, therefore, is an exceptional one, in that an 
aneurysm situated behind the abdominal cavity was produced 
by a fracture-dislocation of the spine. It must clearly have 
originated in an extravasation of blood between the muscles 
on either side of the spine behind the anterior common liga- 
ment and the lumbar fascia. The connection with the abdo- 
minal aorta may have arisen in two ways ; either by the 
primary rupture of lumbar arteries and a secondary involve- 
ment of the aorta^ or the aorta may have been so far diseased 
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before the accident as to have become adherent to the anterior 
common ligament^ and so at the accident the posterior wall of 
the aorta was only torn where adherent to the ligament. From 
the course of the Inmbar vessels in relation to the sac- wall 
the former hypothesis woald seem the most likely^ as was 
suggested in the former communication. In either case the 
aneurysm was behind the lumbar fascia^ hence the absence of 
all abdominal pulsation. 

The occasional hsamaturia was^ it seems^ due to the extra- 
vasating blood in the retro-peritoneal tissue communicating 
with the pelvis of the kidney. 

Several cases have lately been shown at the Society, or 
described elsewhere, of small aneurysms about the bifurcation 
of the carotid. In this case the condition was due to an 
absence or atrophy of structures covering the left carotid 
bifurcation, and remained quite stationary during the rest of 
the man's life. 

The specimen is preserved in the Westminster Hospital 
Museum. 
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XII. — A case of Extroversion of the Bladder. By 
William Anderson, F.R.C.S. Bead November 27, 
1891. 

THE patient^ W. T., a boy, aged 10, was admitted into 
St. Thomas's Hospital with congenital extroversion of 
bladder in Jnne, 1890. 

The appearances were of the ordinary type. The bladder 
showed itself as a hemispherical tumour, about the size of a 
large orange, filling the space between the imperfectly deve- 
loped penis and the point normally occupied by the umbi- 
licus : the mucous membrane of the upper third of the 
protrusion had for the most part assumed the aspect of a 
thin cicatricial tissue, owing to a modification in the cha- 
racter of its epithelium, but below this it was red like a 
granulating sore, and presented several patches of excoria- 
tion and two small hernial protrusions. The ureters opened 
about three fourths of an inch above the rudimentary penis, 
and with the aid of a probe the canals could be traced, 
running first backwards, then upwards by the side of the 
rectum. The pubic bones, terminating anteriorly in pointed 
extremities, were separated by a distance of about three 
inches ; while the width between the anterior superior spines 
reached ten inches. The scrotum was empty and the testi- 
cles could be felt in the groins, the left somewhat larger 
than the right. There was no hernia, and the abdominal 
walls were not defective, except at the seat of the extro- 
version. 

The patient was a good-looking lad but small for his age, 
slightly pigeon-breasted, and of somewhat retarded intellec- 
tual development. His gait had the usual waddling character 
dependent upon the wide unfolding of the ossa innominata, 
and he suffered much from the irritable condition of the 
protrusion and from the constant leakage of urine, which no 
receptacle could be devised to collect. The details of his 
family history were difficult to ascertain, but it is stated that 
his father and mother both died of phthisis, and that his only 
brother was lame, apparently from some joint disease. 

The case having been placed in my hands through the 
kindness of my colleague Sir William MacCormac, I deter- 
mined to carry out a plan of operation suggested by my 
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friend Mr. H. Milton^ of Cairo ; and although the result was 
ultimately disappointing, I propose to describe the procedure 
in detail in order that the causes of failure may be under- 
stood. 

Chloroform having been administered^ it was found that with 
the onset of complete muscular relaxation the extroversion 
sank back into the pelvic cavity^ until the viscns was represented 
by a cup-like hollow between the two recti (PL I, fig. 1). 
The finger of an assistant was then passed into the bowel and 
pressed forward in such a way that it could be felt from 
without^ and so formed a guide of some value in the course of 
the operation. This done^ a curved incision was made all 
around^ immediately within the margin of the open bladder 
and urethra^ extending through the mucous membrane and as 
far into the mnscularis as appeared safe. Flaps of these 
tissues were dissected up for about half an inch from without 
inwards^ one on each side, until it was found that their free 
margins could be made to meet without tension. After the 
introduction of an elastic catheter (No. 10) the flaps were 
joined by a double row of stitches^ an inner set of fine catgut^ 
uniting the edges of the mucous membrane^ an outer of silk^ 
applied after the manner of Lembert, to the adjacent mnscu- 
laris. The union when complete resulted in the formation of 
a pyriform vesico-urethral cavity, which was proved by ex- 
periment to be capable of holding an ounce and a half of 
milk without leakage (PI. I, figs. 2 and 3). 

The next step was the dissection from within outwards of 
two marginal skin-flaps ; and after relieving tension by two 
lateral incisions, carried down to the deep fascia opposite the 
outer borders of the recti, the edges were brought together 
over the closed bladder by means of wire sutures and two 
hare-lip pins. The catheter was tied in and the surface was 
dressed with iodoform gauze and salicylic wool. The patient, 
who had borne the prolonged operation exceedingly well, was 
put to bed in a semi-recumbent posture. 

All went on favourably during the two following days ; 
the temperature remained normal, the urine escaped freely 
by the catheter, and the dressings kept dry. On the after- 
noon of the third day, however, he was seized by an attack 
of diarrhcea, an epidemic of which had just appeared in 
the large ward adjacent to his room, and the temperature 
rose to 100°. No local disturbance was observed, except 
a diminished drain from the catheter; but the following 
morning, the fourth, the dressings were found saturated 
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with urine, and on removing them it was seen that a leak- 
ago had occurred. The skin- flaps were laid open, revealing 
the subjacont space filled with urine and muco-pus, and two 
of the vosieal sutures had yielded. The catheter had become 
oouipK^toly inofficient, and when withdrawn was found blocked 
with mucus and phosphatic deposits. A new instrument was 
intn>duood in tho hope that the bladder-rent might remain 
limited ; but tho mucus persistently intercepted the urethral 
drain, and daring tho next two days we had the chagrin of 
watching stit<»h after stitch give way till the whole of the line 
of union had broken down, and the prolapse had become 
roatonnl. 

Tho effort appeared to have so nearly attained success that 
it was nnn^atod in a modified form eight weeks later. On 
this invasion the operation was confined to the vesico-urethral 
vralK leaving the integumentary flaps for a subsequent stage, 
and a pn^liminary urethral drain was established by a peri- 
neal aperture, t^hrough which the catheter was passed. Again 
all went on well for a time, but on the third day the escape 
of urine ceased, and the flow through the catheter was inter- 
cept^ by the dense vesical mucus, which defied all attempts 
to expel it by injection. The same inexorable breaking down 
of tiio surgical line of union followed, and the prolapse once 
more presented itself, leaving a condition not materially 
better or worse than before the treatment was commenced. 

On looking back at this disappointing termination it is 
evident that the success of the operation was opposed by two 
oiroumstanoes : firstly, by the impracticability of maintaining 
free and continued drainage of urine, owing to the viscidity 
of the mucus secreted by the newly formed bladder; and 
secondly, by an insufficient vitality of the thin muco-muscular 
flaps. There is little doubt, however, that it was the former 
rauier than the latter factor that determined the misfortune, 
and as it is possible that in other cases this evil might be 
less insurmountable, there may still be a future for the 
measure, especially as the sequel to this case proves that the 
endeavour does not impair the prospects of a subsequent 
plastic operation. 

On November the 7th a different plan of treatment was 
adopted. The mucous membrane was dissected from the 
upper half of the bladder, a somewhat tedious process ; two 
flaps were then detached from the abdominal integument 
(down to the fascia), one on each side as in the accompany- 
ing diagram (fig. 11), and brought together in the middle 
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line by aatares over the raw snbmncons tissne JDst pre- 
pared for their reception ; their npper and lower edges were 

Fie. 11. 




finally united by thin catgut to the cut edge of the vesical 
mucous membrane below, and to the freshened cutaneous 
margin of the prolapse above. In this way the npper half 
of the bladder was permanently obliterated, the 6apB uniting 
in their whole extent by first intention to the surfaces 
presented to them. A month later (December &th) the 
preparation of flaps for the lower part of the bladder was 
commenced. Two strips of integument, extending from the 
level of the middle of the bladder on each side downwards 
across Poupart's ligament for a short distance on to the 
thigh, were raised from the fascia, except at their extremities, 
where they were left attached. A piece of oiled silk was 
passed beneath each, and the wound was thickly smeared 
with a protective layer of iodoform and vaseline. At the 
same time the left testicle was removed, the right being 
spared on account of the uncertainty as to the relation of its 
tunica Tf^naUe with the peritoneum. Six days afterwards 
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the wound was attacked by erysipelas, and for five weeks the 
boy remained very ill. Fortunately, however, the flaps 
retained their vitality, and on February the 19th it was 
judged safe to detach their distal ends. Two weeks 
more were allowed for the cicatrisation, already well 
advanced, to extend over the greater portion of the deep 
aspect of the band, and thea the lower half of the bladder 
was covered in by the union of the two flaps in the middle 
line, and the junction of their pared upper margin to 
the freshened lower mai'gin of the first pair of flaps. This 
was successful, and a final operation was undertaken on May 
the 25th to bring the lower edge of the inferior flaps into 
union with the integument over the sides of the cleft corpora 
cfiivemo&a in such a way as to leave a short urethra. This 




Diagram ihowing flap* t» lilu. 

e also succeeded.and at the close of a fortnight the result 
was complete (PI. II). The bladder was well covered in, and 
the urine escaping from the end of the penis could be collected 
by an ordinary apparatus j locomotion was greatly improved, 
although the swaying dependent upon the peculiar conforma^ 
tion of the pelvis necessai'ity persisted j and the general health 



DESCRIPTION OP PLATE H. 
To illustrate Mr. Anderson's Case of Extroversion of the Bladder. 

Prom a photograph taken shortly after the completion of the final 
operation. The protrusion and overhanging aspect of the new vesical 
wall have since almost entirely disappeared. 

The widening of the pelvis and the forward displacement of the 
shoulders are well brought out in the picture. The latter is apparentlj 
due to the patient's constant efforts before the operation to cany the 
clothing away from the sensitive prolapse, and is now (February, 1892) 
scarcely perceptible. It has been noticed in other cases. 
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had become better than at any previous time. A strong 
elastic bandage is now worn around the hips in the hope that 
it may prevent increase in the interpubic cleft, and already 
the d[istance between the iliac spines is reduced by half an 
inch^ although the boy has grown in height since the opera- 
tion. He says he is able to walk for at least an hour without 
&tigue. 

This method differs from that of Professor Thiersch in two 
respects: firstly, in the immediate transplantation of the 
flaps over the prepared upper half of the extroversion, a step 
which helped to shorten the period of treatment ; secondly, 
in the use of four short flaps instead of two long ones, by 
which the risk of gangrene was diminished. The prelimi- 
nary cicatrisation of the deep surface of the lower flaps was a 
farther gain, but a little time was required to secure it. The 
total duration of treatment under the cutaneo-plastic method 
was somewhat less than seven months, and it might have 
been reduced considerably, probably to three months, had it 
not been for the severe intercurrent attack of er}'sipelas and 
the long-standing enfeeblement to which this illness gave 
rise. It may be noted that the operations themselves induced 
very little constitutional disturbance. 

Both Thiersch's plan and this appear to have two distinct 
advantages over the duplicated flap operation of Wood : firstly, 
that there is a much smaller demand upon the integument, 
and consequently less immediate risk from shock and exhaus- 
tion, and less prejudice to subsequent measures in the event 
of failure ; and secondly, that the patient is freed from the 
danger of vesical irritation which the growth of hair from an 
inverted cutaneous surface would be likely to induce at a 
later period. 

The patient was, of course, too old for Trendelenberg's 
operation upon the sacro-iliac synchondrosis, but even had it 
been feasible it does not appear cert^ain that the interference 
with the pelvic girdle would have offered any advantage pro- 
portionate to the risk incurred. 
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XTfl. — A case of Mycosis fungoid^ of Alibert ; Granu- 
lomaftmgoides. By P. H. Pte-Smith, M.D., F.R.S. 
Bead December 11, 1891. 

JOHN B.^ a large^ heavily bnilt man^ aet. 66^ was admitted 
into Gny^s Hospital on Jannary 17^ 1891. He had then 
for some time been subject to a common superficial dermatitis, 
somewhat patchy, dry, and from its anatomy, locality, and 
course, such as would by most dermatologists be admitted as 
eczema. 

It occupied the chest and part of the abdomen and back, 
smaller patches on the neck, face, and forearm, and more ex- 
tensive scaly surfaces on the legs below the knee. There was 
considerable thickening of the skin, with subcutaneous oedema. 
This condition had lasted for several months, probably for 
nearly a year, but as it was neither painful nor constantly 
irritable, the patient had taken litfcle notice of it. 

Daring the last few weeks, however, localised swellings 
had appeared, indolent in that they were unaccompanied by 
fever and did not afFect the general health, somewhat slow in 
development, going on to suppuration, with the gradual pro- 
duction of exuberant granulations. The earlier ones were 
said to have begun in accidental excoriations. 

One of these swellings was on the upper eyelid, another 
was in the right lumbar region, and a third over the spine of 
the left scapula. 

When the mass of exuberant granulation-tissue was once 
formed, scarcely any pus was secreted, but a large amount of 
clear, colourless, watery liquid exuded, sometimes in such 
quantity as to soak through the dressings, the patient's linen, 
and the bedclothes. 

Some of it was with considerable difficulty collected pure, 
and was found to be of very low specific gravity. It con- 
tained a moderate amount of albumen, was colourless, alka- 
line, and contained chlorides. Under the microscope very 
few leucocytes were seen. 

Most of the tumours after long and slow growth developed 
a central slough, with renewed suppuration, and after this 
had been thrown off they slowly healed. In the hospital 
more than one of the tumours went through this process, 
and thus disappeared, leaving only a superficial scar. But 



DBSCRinON OP PLATE IIL 

To illostrate Dr. Pye-Smith's case of Mycosis Fimgoides. 

A recent granDloma is shown on the upper eyelid, and another 
which has destroyed the eyebrow. The bald patches on the scalp are 
cicatricial, as is a] so the pale smooth patch on the temple. The skin 
of the cheek and neck is in a state of chronic dermatitis, with thickening 
and desquamation. 



Dr. Pye-Smith*8 Case of Mycosis Fungoides. 85 

the one on the back steadily increased in size until it was as 
large as a fist; and then for the first time patient's health began 
to suffer. We endeavoured to hasten the sloughing process by 
injecting chromic acid into the centre of the fungoid mass 
(March 10), and the advisability of removing it by the knife 
was discussed. Whether this operation would have delayed 
the result is doubtful, for the patient's appetite and strength 
suddenly failed on the 14th, and he became delirious with mode- 
rate rise of temperature (99° — lOP F.) A pustular haamor- 
rhagic eruption appeared on the face, and on the lower 
extremities both above and below the knee, accompanied by 
redness and swelling not unlike that of erysipelas. The tem- 
perature became subnormal, and the patient died on March 
30, in a state of quiet delirium, from failure of the circulation. 

Autopsy (the same day). — On examination after death the 
body was still that of a stout well-nourished man. 

The skin was almost normal in appearance, except for the 
large tumour on the back, which measured 6 inches in 
diameter and 2 inches thick. The smaller ones had disap- 
peared, and one over the scapule was only represented by a 
firm scar. 

The heart weighed 15 oz., the valves were normal, except 
for a patch of atheroma in the posterior mitral curtain, and 
the muscle was healthy. The pericardium was partially ad- 
herent. 

There were extensive adhesions of both pleurae. 

The lungs were bulky and oedematous. There was a patch 
of gangrenous pneumonia in the right middle lobe, and there 
were spots of haBmorrhage in several places. No tubercle, 
either recent or obsolete, was present. 

The spleen was pale, of normal consistence, and with a 
thick capsule. 

The liver weighed 89 oz. ; it was fatty, with increase of 
fibrous tissue, in a state of early cirrhosis. 

The pancreas was healthy, as were also the kidneys and 
bladder. 

The brain and cord were both normal. 

The left adrenal body was normal, but the right was con- 
verted into a large, smooth, white tumour which weighed 
4J oz. No trace of normal structure could be found. 

Externally and on section the diseased organ looked 
like a sarcomatous growth. It was firm and fleshy in con- 
sistence, nearly uniform throughout, pale in colour, and 
exuded no milky juice. Here and there only, lines or 
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patches of congestion varied the section^ and there were 
several small opaque patches^ evidently due to caseous de- 
generation. 

Microscopic examination showed that the tumour of the 
skin consisted of leucocytes, small and uniform in appearance, 
with very scanty intercellular stroma; the tissue was thus 
agreeing with VirchoVs definition of granuloma. The dis- 
eased adrenal presented a similar appearance, but some 
sections had better developed and more abundant inter- 
cellular fibrous tissue so as to resemble a lymphoma, and 
others might be fairly described as showing the structure of 
a small round-celled sarcoma. 

During life, and also after death, the discharge from the 
tumour and portions of its tissue were stained and carefully 
examined for bacteria, but none were found ; and cultivations 
made by Dr. Washbourn had a negative result. 

This rare and remarkable disease was first described 
and figured by Alibert, who gave it the unfortunate name of 
Mycosis fungoides, which I have only used because it has 
been used before. It is scarcely necessary to remark that 
the name has no reference to liicroscopic fungi or micro- 
phytes. Alibert meant by it to describe a mushroom-like 
form {Mycosis), and the resemblance to fungus hadmatoides 
or the f ungating masses of soft vascular cancer (fungoides). 
The term granuloma has been adopted by Auspitz and by 
other writers, including Dr. Payne in his paper reprinted 
from the ' Path. Trans.,* vol. xxxviii. 

The characters of the malady are now well known. It 
begins in a dermatitis with considerable thickening of the 
skin, undistinguishable from chronic eczema, and usually of 
the squamous kind. After a variable period, sores or scabs 
appear which, instead of healing, form masses of exuberant 
granulations. These slowly increase in size until they become 
large fungoid growths. Sloughing, suppuration, and healing 
may occur, but fresh tumours form and the progress of the 
disease is ingravescent. Only two or three cases of recovery 
are on record. 

The blood is in most cases normal, the lymph-glands un- 
affected, and the internal organs healthy. The primary 
eczema is usually irritable, but the itching is no worse than 
in ordinary cases of this disease. My patient believed that 
the excoriations which developed into tumours were the 
result of scratching. 

The fatal event appears not to be due to albuminuria or to 
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excessive fever, but to a kind of marasmus, like that which 
closes cases of pemphigus foliaceus, pityriasis rubra, and 
other severe and long-continued inflammations of the skin. 
Whether the tumours are lymphoma, as the French writers 
consider them, or granuloma, as is generally held in Germany, 
or sarcoma, or whether they are a distinct and specific kind 
of new growth is still a matter of debate. 

The profuse exudation of clear serum from the tumours 
does not seem to have been observed before. 

The presence of a secondary growth in internal organs is, 
so far as I know, unique. It shows that under some condi- 
tions the disease is infective, but this property is common to 
local inflammations and to new growths. We may compare 
the growth in the adrenal to a '^ metastatic '^ abscess in 
pyaemia, to an internal gunmia in syphilis, or a secondary 
cancerous growth. The histology and clinical features of the 
primary disease bring it into close relation with the other 
granulomata — tubercle, syphilis, leprosy. One would expect 
to find some specific microphyte, but in this case, as in the 
majority of others, none was found.* Like the other granu- 
lomata, mycosis fungoides forms a link between chronic 
hypertrophic inflammation and new growths ; it seems to be 
less closely allied to lymphoma than to the three diseases 
mentioned above, and comes closer in structure to some forms 
of sarcoma than any of them. But, clinically, it is very dis- 
tinct from multiple sarcoma of the skin. Its origin in long 
continued, ordinary inflammation may be compared with that 
of carcinoma mammae in Paget's disease of the nipple, of 
carcinoma linguae in leucoplacia of the tongue, and of 
Kaposi's disease in freckles and naevi. 

The therapeutical interest of the case lies in the partial 
involution which some of the tumours went through, for we 
may hope by better devised means to bring this about before 
the disease has become general. 

* Hochsinger^s discovery of wliat be believed to be specific stapbylococci in a 
patient of Prof. Auspitz, and tbat by Rindfleiscb of streptococci, do not agree in 
details ; and the elaborate investigation, microscopic as well as by cultivation, 
undertaken by Dr. Payne were entirely negative {Obtervations on some Itare 
Dueatet of the Skim, 1S89, pp. 24 — 27)< The same negative result has since been 
reached by Prof. KObner, of Berlin. 
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XIV. — A case of Epilepsy in which eighty-six needles 
have been extracted from different parts of the body. 
By H. Charlton Bastian, M.D., F.R.S. Bead 
December II, 1891. 

IN the early part of the present year I received from Dr. 
James Merryweather of Guisborough a packet of forty- 
five needles and one pin, which, as he said, had been " ex- 
tracted by the nurse and matron of this workhouse from the 
body of a woman suffering from epilepsy.*^ Two months 
afterwards a further parcel of thirty-four needles, extracted 
during the intervening period, was received. Subsequently 
six others have been sent, and I am informed that fourteen 
are still to be felt in different parts of the body of this re- 
markable patient, making a total of 100 needLes and one 
large pin. Of these needles, seven are very large — one of 
them being 3f inches long, while six others range between 
3 J and 3^ inches — the remainder being between 1^ and 2 
inches in length. I am informed that all the eighty-six 
needles and the one pin that have been extracted have been 
removed either by one of the persons above named, by the 
doctor, or by the patient herself in their presence. They are 
now submitted to the inspection of the Society. 

Some notes as to the antecedents of this patient were 
kindly sent to me by Dr. Merryweather's assistant. Dr. A. 
Oxley Wilson, and this gentleman has also been kind enough 
to reply to numerous further inquiries which I have made, so 
that I am now able to submit the following account of this 
remarkable " needle-cushion " patient, as Dr. Merryweather 
terms her. 

M. A. B., 8Bt. 55, spinster, was admitted into the Guis- 
borough Workhouse in November, 1886. She is an epileptic 
who began to have fits '' in early childhood," and has had 
them at variable intervals ever since. There is no definite 
neurotic history to be obtained, though her statements made 
at different times are somewhat contradictory. 

She began to menstruate when she was thirteen, and ceased 
to do so when she was forty years of age. She left home 
when nine years of age, and has had four children, all of 
them being now alive and healthy. She has been twice an 
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inmate of an asylum— once '' when very young ^^ at Sedgefield 
for six months^ and once at York " for a short time '^ when 
she was about twenty-five years old. 

Now she is described as " fairly intelligent/* but she has 
fits of bad temper in which she will not take food, and refuses 
to do anything except ordinary knitting. She is sometimes 
cheerful and talkative^ at others spiteful and rude in her lan- 
guage. She has no morbid appetites^ and her conduct to 
others has on the whole been satisfactory since her admission. 

The epileptic attacks to which she is subject vary much 
in frequency; she sometimes has several daily, and rarely 
passes a day without a fit, three or four a week being the 
smallest number noticed since her admission. They com- 
mence abruptly and without warning, and there is complete 
loss of consciousness for ten to twenty minutes. During the 
attack she becomes perfectly rigid all over, and about equally 
so on the two sides ; the hands are clenched, and there is 
twitching of the eyelids. She recovers quickly, and com- 
plains of stiEFness in the limbs and pain in the eyeballs. 
Nothing like a post-epileptic automatic state has ever been 
noticed. 

During the time she has been in the workhouse she has 
mostly done sewings darning, or knitting ; and before needles 
were found in her body she often had packets of assorted 
needles in her possession. Afterwards they were kept out of 
her reach as far as possible. 

Needles were first noticed in her body in September, 1887 ; 
that is, after she had been in the workhouse about twelve 
months. As before stated, as many as thirty-four were 
removed during a period of two months in the present year ; 
sometimes three have been removed in one day. No needles 
have ever been recognised in, or removed from, the right 
half of the body. 

From the nurse's statements and from examination for 
cicatrices, it seems that needles have appeared from the fol- 
lowing places : 

1. One expelled from mouth during a fit of coughing. 
(None have been passed per anum,) 

2. One from neck over cricoid cartilage. 

3. One from left supinatus longus muscle below flexure of 
elbow. 

4. Numerous needles from left hypochondriac, lumbar, 
and iUac regions. 

5. One from left erector spinas near iliac crest. 



90 Dr. Bastian's Case of Epilepsy. 

6. Several from left buttock.' 

7. Several from left thigh, all aspects, and from knee. 

8. A few from front of left leg. 

9. One from dorsum of left foot near first metatarso- 
phalangeal joint. 

Needles are sometimes to be felt in certain parts of the 
thigh which subsequently disappear. They have frequently 
been known to shift their position in this way. No ab- 
scesses have ever occurred in connection with th,e presence 
or passage of any of the needles. A small red spot appears 
at the point where the needle is about to emerge, and after- 
wards a small white scar is left. No extravasations of blood 
have ever been noticed from wounding of vessels during the 
transit of needles. 

In answer to my question whether hemianaesthesia exists 
on the left side of the body, Dr. Wilson says that on testing 
the woman her replies were not satisfactory, being sometimes 
contradictory. But she did not seem to feel a pin-prick as 
such on either side, though she perceived and could localise 
touches equally well on each side of the body. No history 
could be obtained of previous left hemiansBsthesia. 

She has not been confined to bed during her stay in the 
workhouse except for short periods, when the fits have been 
very frequent. She has never been seen passing needles 
into her body, but once she was found trying to remove a 
superficial needle with a pin. There is no reason to think 
that she has ever passed needles into her body after the fits, 
nor is she particularly odd in maimer after the attacks. She 
has never been known to swallow needles, and no lucid state- 
ment can be obtained from her as to how the needles get 
into her body. She once stated in explanation, that she had 
been ''covered with mustard plasters/' and that these had 
been '' fastened on to her body by means of needles." No 
truthful statements can be obtained from her. 

She has never complained of any pains, except slight 
irritation and tenderness over needles when they are moving 
or about to come through the skin head-first, as they do 
almost invariably. Then they sometimes cause a little inflam- 
matory redness with some surrounding induration. 

Writing on October 15, Dr. Wilson says : " I examined 
again carefully for needles yesterday. I felt and extracted 
one from the situation above-named (from the lower third of 
leg). I felt two more on the front and inner aspect of the 
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leg, about three inches below the knee. Three were felt 
above these on the inner side of the thigh; and five still 
higher up and pretty close together on the inner side of 
thigh. Pour were felt on the outer side of the thigh, one 
being large and surrounded by an inflammatory area, so 
that it feels almost like a pencil. I also noticed numerous 
red spots at places where needles might have been inserted." 

This case is certainly a very remarkable one, seeing that 
the woman is far from being demented, that she is not to any 
notable extent hemian89sthetic, and that nothing like post- 
epileptic automatic states have ever been recognised, during 
some of which she might have pushed the needles into various 
parts of her body. Nor does it appear that there was any- 
thing to be gained by the patient thus torturing herself during 
her residence in the workhouse. 

It is surprising, too, that such a number of very large 
needles could have been pushed in and should have made 
their way through different parts of the body without injur- 
ing any large vessels or nerves, and without causing a single 
abscess or, apparently, any very great amount of inconveni- 
ence. 

Note, — After this communication was made to the Society, 
a paper was read before the Medical Society of the County of 
Albany, U.S., February 10, 1892, by Dr. J. D. Craig (who 
has kindly sent me a reprint), on a " Remarkable Collection 
of Foreign Bodies in the Stomach,'* in which he gives some 
details concerning a woman, an inmate of an asylum, as to 
whom he writes : — " Two hundred and eighty-six needles 
were taken from the body during life, three were passed 
from the rectum during sickness, and eleven were taken 
from the tissues after death." 
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XV. — A case of Rapid Heart. By P. 0. Buokland, 

M.B. Bead December 11, 1891. 

T7I0LET A., aBt. 11, first came under my observation in 
w January, 1890, on account of palpitation, shortness of 
breath, and fainting on comparatively slight exertion. On 
one occasion when hurrying upstairs she became giddy, fell, 
and could not rise for three or four minutes. Attacks of 
palpitation had been frequent for five or six years. The 
child was fair, thin, precocious, and extremely excitable. 

The father is a general paralytic, and the maternal grand- 
mother is insane. There have been no previous illnesses of 
note. 

Development was good, the chest well formed, and there 
were no obvious morbid appearances beyond undue pallor. 
The apex beat was in its normal site, the cardiac impulse 
forcible, but jerky and irregular, and the area of dulness 
showed no increase. With the stethoscope the disorder of 
rhythm was readily detected, but no murmur could be heard. 
The pulse was 80, irregular, fairly full, compressible, and 
with three or four consecutive beats, in every eight or ten 
striking the finger with considerable force. 

The citrate of iron and ammonium, with sal volatile and 
spirit of chloroform was prescribed, and a visit to the country 
recommended. The patient returned from Kent in about 
three weeks, and on two or three examinations no irregularity 
of the cardiac action was detected, nor was any palpitation or 
distress experienced on running. 

On March 27 she developed measles which ran a usual 
course with very mild chest symptoms till April 2, upon 
which day, at about 8 p.m., the heart suddenly began to beat 
at the rate of 215 per minute. There was pallor, distress, 
and shallow respiration, 24 per minute. On palpation, the 
agitation of the heart was very marked, and the impulse was 
felt to be good. The sounds were loud and pure. The pul- 
sations in the radial artery could not be counted ; the vessel 
seemed to be persistently full, not easily compressed and 
vibratory. The next morning the pulse was 96, irregular, 
one beat in every four or five being slow to follow. All went 
well till April 9, upon which day the temperature rose from 
normal to 100°, at which point it remained till the 14th. On 



94 Dr. Bnckland's Case of Rapid Heart, 

the 14th it rose to 101*4°, and on the subsequent days it 
fluctuated between 99° and 103° (vide chart. Fig. 13). 

On the morning of the 15th the pulse was 90, regular, and 
well filled between the beats ; in the evening it could not be 
counted, and the heart was found to be beating at the rate of 
210 per minute. From this date till the 25th, i. e. for ten 
days, the cardiac cycles averaged 206 per minute. An ir- 
regular, agitated, tumbling action of the heart, accompanied 
by sensations of faintness and discomfort, ushered in the 
attack, but during the period of excessive rapidity the rhythm 
was undisturbed, the impulse forcible, and the respiration 
not so much accelerated as one would have expected, being 
27, somewhat shallow, but without dyspnoea. There was no 
pain, but during the first five days of the disturbance there 
was considerable discomfort, the patient complaining of pal- 
pitation and interrupted sleep. During the last five days, 
however, the child said that she felt better and more com- 
fortable, and that the palpitation had ceased, although the 
heart was still beating at the rate of 205 per minute. No 
murmur could be detected, nor was there any increase in the 
area of cardiac dulness. 

This heart-riot, like the previous attack, also ceased sud- 
denly, the number of beats being 200 at 9 p.m. on April 25, 
and 84 at 10 a.m. on April 26. No headache nor neuralgic 
pain of any kind was experienced. There was hyperaBsthesia, 
especially on the back, and the tache cerebrals was readily 
obtained on the forehead, chest, and abdomen. The pupils 
reacted to light, but were slow in contracting. 

On April 18, 19, and 20, urine was passed involuntarily 
as well as voluntarily; this was not due to over-distension 
of the bladder. There was no albumen, blood, nor sugar. 
On 22nd and 23rd four offensive, semi-digested motions were 
passed. 

Treatment by means of stimulants and heart tonics was 
adopted throughout, but the result was unsatisfactory and 
disappointing. Neither digitalis nor strophanthus combined 
with bromide of ammonium seemed to have the slightest 
effect in controlling the heart. Dr. Maclagan, who kindly 
saw the patient with me, suggested the application of mustard 
to the neck, and subsequently blisters were applied to the 
back of the neck — apparently without effect. 

On April 22 I applied the constant current (5 — 6 m. a.) to 
the region of the pneumogastric in the neck. This reduced 
the rate of the cardiac cycles for the moment from 210 to 



Dr. Bnckland's Case of Rapid Heart. 95 

202. I repeated the application on the following day with a 
similar result^ but since the patient complaioed of the prick- 
ling and heat from the electrode and seemed to dread the 
proceeding, I gave it up. 

On April 23 a belladonna plaster was applied over the 
heart, and on the 25th Fellow's syrup was given three times 
a day. 

Remarks. — In this case there appear to me to be some 
points of interest. At the time of the first and short attack 
on April 2, both Dr. Maclagan and myself were inclined to 
the opinion that the measles poison had set up some cerebral 
disturbance. However this may be, the predisposition to 
undue frequency of the cardiac action must not be lost sight 
of. There was clearly a record of irritable heart and a history 
of neurotic taint. 

That fever was present during both of the attacks is 
evident from the chart, but I do not think that the pyrexia — 
whether due to the measles poison or to other disease germ — 
was the sole factor in inducing the condition. Furthermore, 
the rapidity of the heart's action was not influenced by the 
rise and fall of the temperature. 

Although it is not improbable that inflammatory states of 
the heart may be stirred up by the poison of measles, the 
sudden cessation of the storm and the normal area of cardiac 
dulness, seem to exclude endocarditis, myocarditis, and other 
structural change, albeit some such condition may exist 
without being detected. 

Symptoms suggestive of inflammation of the brain or of 
its membranes were present, but here again the very sudden 
subsidence of the state seems to negative this hypothesis. 
It is curious that at one time the patient was conscious of the 
excessive speed at which the heart was beating, while at 
another time no palpitation or discomfort was experienced. 

As regards the circulation, the vibratory condition of the 
pulse seems to suggest that the onward flow of the blood was 
slow, and since there was no evidence of over-distension, it is 
probable that the diastole was too short to admit of the ven- 
tricle being properly filled ; so that, if it were filled, it did 
not empty itself during the systole, although the impulse 
against the chest-wall gave evidence of the contraction being 
good. Had there been over-distension, it is probable that it 
would have been indicated by some increase in the area of 
dulness. 

It has been suggested that in cases of tachycardia the 
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arterioles and capillaries are contracted. Dr. S. West, in 
some cases of so-called '^ paroxysmal hurry of the heart,'* has 
met with some success from the use of nitrite of amyl, which 
rather suggests diminution from nerve-influence in the size of 
the small vessels. 

That the patient was suffering from a low fever I am pre- 
pared to admit, but I am unable to assign any cause to its 
occurrence, nor can I associate the pyrexia with the morbid 
activity of the heart; yet I will venture the opinion that the 
disturba^ce was an expression of an abnormal condition of 
nerve-centres — not, for instance, of those of the vagus-roots 
or of its terminals, nor of the sympathetic, but general — in 
the hope that those of large experience may throw some 
light upon the obscurity of the case. 
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XVI. — A case of Gout of the Penis. By Sik Dyce 
Duckworth, M.D., LL.D. Bead January 8, 1892. 

AMONGST the more rare forms of acute gout is that in 
which the penis is mainly involved. The following 
case is so remarkable as to be worthy of record. 

E. H., 8Bt. 42, a glass-cutter, married, with five children, 
was admitted into Matthew Ward in St. Bartholomew's Hos- 
pital under my care on June 25, 1891, suffering from pains in 
several of his joints and in his great toes He was a well- 
nourished, healthy-looking man. The face was flushed, rather 
florid, but without any dilated vessels. The skin was per- 
spiring. Temp. 100°. No respiratory diflSculty. Conjunc- 
tivae clear. No uratic deposits visible anywhere. No evi- 
dence of lead-impregnation. The tongue was rather dry and 
thickly furred. He habitually drank two pints of beer daily. 

He had always been healthy, with the exception of an 
attack of lead-colic sixteen years ago, for which he was 
treats in St BartholomeVs Hospital, and four attacks of 
gout, chiefly situated in the feet and once in one hand ; the 
last of these attacks occurred six months ago. His father 
had suffered from gout. He served for some years in the 
7th Hussars, and was for three years in India. He was in- 
valided out of the army for right inguinal hernia twenty 
years ago. 

Five days before admission he was awakened by sudden 
pain in the right wrist-joint and the right great toe. The 
following day, at 7 a.m., he experienced pain in the penis, 
and awoke with the organ in a state of erection, which has 
continued without intermission up to the present time. On 
June 24 pain occurred in the left great toe. 

The various thoracic and abdominal organs were found to 
be healthy. The urine was acid, sp. gr. 1022, and free from 
albumen. The penis was rigid and firmly erect, distressingly 
painful and annoying, and apparently turgid with blood. 
The enlargement was uniform, the glans partly covered by 
the prepuce, and free from any smegma. No enlargements 
or knots were anywhere palpable, and none were found in 
the perinaeum. The testes were natural. There was a small 
reducible right inguinal hernia. 

Extremities.— The right wrist was tumid, red, and very 
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tender, with some oedema. There were no knotty enlarge- 
ments of phalangeal joints or deflections of the axes of the 
fingers. Some pain in the left thumb and metacarpo-pha- 
langeal joints. Both great toe- joints were somewhat enlarged, 
but were free from pain and oedema. 

On the evening of June 25 the temperature rose to 102°, 
and a bad night was passed. The painful joints were wrapped 
in belladonna liniment, diluted with three parts of water, and 
the colchicum and magnesia draught of the hospital was given 
every six hours. The diet was chiefly farinaceous and milky. 

The next day the bowels were opened freely after a dose 
of Haustus Sennae Co. with half a drachm of colchicum wine, 
and a suppository of morphine was placed in the rectum with 
a view of relieving the priapism. 

The temperature varied from 99° to 100° for two days, 
and the articular pains moderated, but the priapism persisted 
day and night. A cage was arranged over the abdomen to 
remove the pressure of the bedclothes. 

Micturition was painful. A catheter was passed without 
any difficulty, and thirty ounces of urine were removed. No 
calculus was felt in the bladder. 

June 28. — The urine was again removed to the extent of 
a pint, and proved very acid. The colchicum draught was 
continued, and bromide of potassium and chloral were given 
without any good effect on the priapism. A pill with camphor 
and opium was also given without any relief. Some fish was 
added to the diet. 

June 29. — Some fresh pain occurred in the right ankle, 
but no rise of temperature occurred. The urine was regularly 
withdrawn by catheter. A mixture with potassium bicar- 
bonate 20 grains, colchicum wine 20 minims, out of pepper- 
mint water, was now given thrice daily, and a calomel purge. 

The temperature rose to 100° and 101° on June 30 and 
July 1, in connection with articular pains. The priapism 
still persisted, but to a rather less degree than before. He 
now passed his urine naturally, but as the secretion was 
rather offensively odorous, the bladder was washed out with 
a lotion of quinine and dilute nitric acid, three grains and 
three minims respectively to the ounce of water. A mor- 
phine draught was given each night, and potatoes and spinach 
were added to the diet. 

On July 4 the priapism still continued. Lead lotion was 
now ordered as an application to the penis. 

July 7. — All the joints now free from pain, but the pria- 
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pism 18 still present. The temperatare now varies from 97*^ to 
98°. Citrate of potassium and bark were given by day, and 
a pill of Dover's powder and colchicum at bedtime. Half 
meat diet was ordered. He now got oat of bed for part of 
each day, improving in all respects, the penis gradually 
becoming less and less turgid till July 14, when it had re- 
sumed its natural conditioo, priapism having persisted for 
fully three weeks. 

The main features of the foregoing case may be sum- 
marized as follows : 

The man inherited gout from his father. The occurrence 
of hernia entailed his giving up an active mode of life, and 
he betook himself to an occupation — that of glass-cutting — 
which brought him in the way of lead-impregnation. He 
consumed a considerable quantity of malt liquor, and hence 
in several ways encouraged the development of his constitu- 
tional taint. 

There remain to be considered at least two points ; first, 
the character of the lesion involving the penis, and the reason 
for its determination to that organ. 

Gout is not inapt to aKght in acute form on certain parts 
of the genito-urinary system. Thus we meet with cystitis, 
prostatitis, and orchitis distinctly due to gouty influence. 
Urethritis is also recognised, and is apt to supervene as 
articular troubles are passing off. The gouty affections of 
the penis at present commonly recognised are — 1st. Those 
connected with thrombosis of the veins in the corpus caver- 
nosum, which may lead to the production of hard circumscribed 
painless nodules, varying in size from a pea to that of a French 
bean. These may slowly or only incompletely disappear. 2nd. 
Fibroid thickening of the spongy and prostatic portions of 
the urethra may occur, leading to tough stricture. 3rd. In- 
duration of the fibrous sheath of the corpus cavernosum, 
caused by fibroid tissue in bands or lumps, which may occur 
on the sides, dorsum, or septum. These are commonly very 
chronic, and may not completely disappear. Priapism is 
sometimes a trouble to elderly males, the subjects of irregular 
gout, occurring chiefly during the night and without erotic 
feelings. The urine is generally very acid in such cases, and 
they yield rapidly to treatment with alkalies. Lastly, without 
any pain, but quietly, there may be a gradual deposition of 
nratic tophi in the skin of the penis and scrotum. 

In the case now recorded there were no physical signs of 
thrombosis of veins in any part of the body of the penis, but 
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I cannot entertain any doubt that the lesion was really of this 
nature, and that some meshes of veins were blocked. I also 
venture to believe there may have been some plastic gouty 
inflammatory condition of the trabecular elements associated 
with this. Such a condition, as I have remarked, if present, 
afforded no appreciable physical signs in this instance. 
That it was truly of a gouty nature I can have no doubt. I 
know of no similar case as recorded in the very extensive litera- 
ture of gout. It must therefore be regarded as most excep- 
tional and rare, and be included amongst those infi'equent 
varieties of this wide-spread disorder, amongst which gouty 
parotitis may be mentioned. It is remarkable that the penis 
should so often escape, for the bladder, the prostate gland, 
and the testes are not uncommon points whereon acute gouty 
processes alight. There was no reason to believe that any 
inordinate indulgence in venery was practised in the case 
just described. 

Since the case above related was read before the Society 
I have been kindly informed by Dr. Sunter, of Isleworth, 
formerly of the Army Medical Department, of an instance 
of gout of the penis which was recorded in the Dublin 
Journal of Medical Science for 1838. In vol. xiii, on p. 138, 
the following particulars are given, as related by Dr. Weise, 
of Fraustadt. A shoemaker, aet. 45, suffered from annual 
attacks of gout in the feet, which usually lasted for many 
weeks. After an attack lasting three weeks the gout suddenly 
left the feet and attacked the penis, which became erect and 
extremely painful. There had never been any disease of the 
genitalia. The urine contained occasionally small particles of 
reddish-yellow gravel. The pains were relieved by treat- 
ment, but returned usually in the evening with greater 
violence. After three weeks — ^just the time that elapsed in 
my case — the penis was free, but gout came in the right foot 
and left elbow-joint. Continued perspiration and turbid 
urine announced the crisis, and in fifteen days all the sym- 
ptoms disappeared, and the patient made a complete recovery, 
and remained well. 

A second case has also been reported in consequence of 
my communication, and is given by Dr. Spencer Smyth, of 
Bournemouth, in the BHtish Medical Journal of January 30, 
1892, on p. 224. It occurred in the person of a captain in 
the Royal Navy, aet. about 60, married. The penis was 
greatly swollen, very painful, and phimosis occurred, neces- 
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sitating incision to allow of micturition. The testes were 
unaffected. There was no arthritis^ but much ardor urinsa. 
There was urethritis and subsequent discharge of much 
muco-purulent matter. The priapism yielded on the fifth 
day of the attack, after treatment with colchicum and 
alkalies and a farinaceous diet. There were occasional 
attacks of gout in the right foot. Another similar seizure 
occurred in the penis a year subsequently. 

It is remarkable that these cases have hitherto escaped 
the notice of the best known authors. They are certainly 
very rarely met with. 
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XVII. — A case of Fracture of the Skull^ complicated 
with hsemorrhuge from the middle meningeal artery : 
trephining : recovery. By J. Bland Sutton. Bead 
January 8, 1892. 

ON Saturday evening, August 15, 1891, a man, SBt. 30, was 
brought in an insensible condition to the Middlesex 
Hospital. He had been drinking and had fallen backwards, 
his head striking the pavement. He smelt strongly of 
alcohol, could not answer questions, nor was it possible to 
rouse him. He breathed freely, and the pupils reacted to 
light. On the left side of the head, slightly posterior to the 
parietal eminence, there was a superficial scalp wound, and 
blood issued from the left ear passage. 

A few hours after his admission into the ward he became 
conscious and spoke to the nurse, but quickly became insen- 
sible again. I isaw the patient for the first time at eleven 
o* clock on the morning following his admission, and twelve 
hours after the accident ; he was then comatose, and breathing 
stei'torously. Blood-stained fluid was oozing from the left 
ear passage. He had not vomited : the pupils were con- 
tracted and equal. The right arm and right leg were para- 
lysed. 

Upon these signs, in conjunction with the history, I came 
to the conclusion that the man had sustained rupture of the 
middle meningeal artery on the left side, and that the para- 
lysis depended upon pressure exerted by an extravasation of 
blood between the bone and the dura mater. 

Having obtained the consent of his relatives, I trephined 
the man at four o^clock the same day, the delay being due to 
the difficulty of finding his friends. 

The operation, — The scalp was completely shaved and 
thoroughly washed with soap and hot water, then irrigated 
with a solution of perchloride of mercury (1 in 1000). A 
large flap of scalp was raised on the left side, and a fissure 
found running from the middle of the left limb of the lamb- 
doid suture downwards to the external auditory meatus. 
With a trephine I cut out a circle of bone, an inch in 
diameter, from about the middle of the temporal fossa. As 
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Boon as the bone was removed blood-clot projected from 
the orifice. On introducing the finger the dura mater was 
found detached from the side of the skull by blood-clot ; this 
was scooped out and the liquid parts sponged up. By the 
aid of an electric search-lamp I detected a fracture running 
into the petrosal portion of the temporal bone in the situation 
of the tympanum, but I could not find the torn artery. It 
was necessary to remove a small circle of bone in front of and 
behind the first trephine hole, and suip away the intervening 
strips of bone. It was then found that the dura had been 
torn from the petrous bone and the subdural space opened ; 
in the free border of the torn membrane I caught the divided 
posterior branch of the middle meningeal artery with pres- 
sure forceps. Any attempts to tie the vessel caused the rent 
in the membrane to extend, I therefore decided to leave the 
forceps on the artery for sixteen hours. After thoroughly 
irrigating the cavity the flap was returned and sutured, and 
the operation completed. 

The subsequent course of the case was very satis- 
factory : within a few hours of the operation motor power 
returned in the arm and leg; as the patient was restless, 
and there was slight oozing from the wound, a quarter 
of a grain of morphia in the form of a suppository was 
ordered. 

Early next morning, August 17, the wound was dressed 
and the pressure forceps removed. Cerebro- spinal fluid 
oozed freely from the ear, and blood from the wound. The 
meatus was irrigated freely with sublimate solution (1 in 
2000). 

August 18. — ^Patient can move the right arm and leg 
freely; can answer questions, but is restless. 

August 19. — Restlessness and discharge of cerebro-spinal 
fluid continues. Temp. 99°. Pulse 120. 

August 25. — The discharge of fluid from the ear has 
ceased. Patient quite conscious, quiet, and answers ques- 
tions rationally, but is somewhat deaf on the left side. The 
discharge from the wound is stained with blood. All the 
stitches have been removed. From this date his recovery was 
uneventful. 

September 15. — Mr. Lang examined the patient's eyes 
and found an old lenticular opacity in each, but the discs 
were healthy. 

On September 20 the man was allowed to get about the 
ward, and in a few days he was discharged convalescent. 
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the wound having soundly healed. Hearing is somewhat 
impaired on the left side. 

I have ventured to record this case because operations 
for subcranial haemorrhage of this description are not common, 
and I think it fair to assume that the man owes his life to 
surgical promptitude. 
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XVIII. — Five cases of Gastro-enterostomy and two of 
Jejunostomy for carcinoma of the stomach. By Fred. 
BowRBMAN Jessett, F.R.C.S. Bead January 8, 1892. 

CARCINOMA of the stomachy whether affecting the pylorns 
or the body of the viscus^ is such a distressing disease^ 
and so totally out of the power of the physician to even 
relieve, that anything which the surgeon may be able to 
suggest in the way of operative interference wHch may tend 
to prolong the lives of patients suffering from this terrible 
affliction, and to give them a fair amount of relief during the 
remainder of their lives, must, I think, be of interest to this 
Society and the profession at large. 

At this Society on April 24, 1891, some of the members 
present will perhaps remember that I showed a patient on 
whom I had performed the operation of gastro-enterostomy 
a twelvemonth before, viz. April, 1890. This patient has 
been able to enjoy life since, and to take ordinary diet, and 
is now (January, 1892) in the enjoyment of good health, 
being able to take any ordinary diet.* She has gained flesh, 
and the growth has not materially increased in size. I men- 
tioned then that I had operated on five cases for carcinoma 
of the pylorus, performing on each occasion gastro-ente- 
rostomy by means of decalcified bone-plates, as suggested 
by Senn. Three of these had recovered from the operation 
and lived, one for nine months after the operation, while the 
patient above alluded to and my fifth case are alive and com- 
paratively well. 

At the same meeting Mr. Williom H. Bennett also showed 
a case in which he had operated successfully. 

Besides these, cases have been reported in this country 
by Dr. Clarke, of Huddersfield, Mr. Stansfield, Birkenhead, 
Mr. Mayo Robson, Leeds, Mr. Paul, Liverpool, Mr. Beatson, 
Glasgow, Mr. Taylor, Nottingham, and Mr. Larkin, Liverpool, 
as you will see by the accompanying table, with the following 
results : 



• TbU patient (April, 1892) is stUl weU. 
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Table of Cases of Oastro-enterostomy performed for Pyloric 

Obstruction. 



Surgeon. 


No. of 
cases. 

1 


Died. 


Re- 
coTered. 


1 

Remarks. 


Clarke 


2 


1 






Taylor 
Stansfteld 


1 
1 


• • • 

• • • 




Died four months later from closure of 


Robflon 


1 


• •• 




opening. 


Beatson . 


2 


1 






Paul 


1 


1 






Bennetfc . 


1 


• • • 






Symonds . 
Brown 


1 
1 


• • • 

• • • 






Larkin 


1 


• • • 




Died five months later from closure of 


Jessett 


5 


2 


3 


opening. Mr. Larkin had performed 
jejunostomy. 


17 


5 


12 



This table gives, I think, a very favorable result, showing 
that 70 per cent, of the cases operated upon recovered. 

Other cases besides these have no doubt been operated 
on in this country, the results of which have not yet been 
published. 

The operation of gastro-enterostomy is necessarily only 
available in those cases in which the pyloric end of the 
stomach is the seat of the disease. When the cardiac end of 
the body of the viscus is affected the operation, of course, 
would not be applicable. In such cases, however, much may 
be done by performing the operation of duodenostomy or 
jejunostomy, and thus enabling the patient to be fed through 
the fistulous opening. I have performed this operation twice, 
in both instances successfully, one patient living nine months 
afterwards comparatively free from pain. 

With this brief introduction I will proceed to describe 
the different cases on which I have operated. 

Case 1. — W. V., aBt. 61, bath chair man, was admitted 
into the Cancer Hospital on February 12, 1890. 

Family history. — Brother died of cancer of the abdomen. 
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Personal history. — Previous health good; always been 
temperate. 

Duration, — Patient first noticed the growth in the begin- 
ning of October, 1889. Four months ago, during the summer, 
lie was employed as a waiter, and had to carry heavy trays 
up and down stairs, resting the edge of the tray against the 
abdomen. The patient says the growth seemed to have com- 
menced on the left side, and to grow across towards the right. 
The stomach has been dilated for the last two months. During 
the past two or three weeks he has suffered from vomiting 
every other day or of tener ; the vomited matter was dark and 
frothy. The patient says in January, 1888, he weighed 
11 st. 9 lbs. ; on February 23, 1890, he only weighed 9 st. 4 lbs. 
He does not complain of much pain. 

Present condition (February 12, 1890). — Stomach greatly 
dilated, and occupying the left side, middle, and lower part of 
abdomen. Succussion splash readily obtained. There is a 
large mass of disease about the size of a cocoa-nut, measuring 
5i inches from side to side, 4 inches vertically on the right 
side, and 2^ inches on the left. The growth is nodular, and 
presents a deep notch about its centre, just above the um- 
bilicus. The growth occupies the whole of the epigastric 
area, and extends 2 inches to the right of the umbilicus and 
1 inch below it. 

The growth is moveable, and apparently extends along the 
anterior wall of the stomach. Percussion gives a dully tym- 
panitic note over the whole growth excepting to the extreme 
right. The tumour moves freely with respiration. 

The stomach was kept washed out twice daily with a 
5 per cent, solution of salicylate of soda and warm water ; he 
was fed with Brand's essence of beef by the mouth, and 
nutritive rectal enemata. Under this treatment the patient 
was greatly relieved, and improved in strength. 

The operation of gastro-enterostomy was explained to him, 
and he readily agreed to have it performed. On February 25, at 
8 A.M., he had an egg whipped up in a cup of tea by the 
mouth ; at 9 a.m., ^iv of strong beef tea strained with 3j of 
brandy. At 11 a.m. he had an enema of beef tea ^ii], brandy 
3j. At twelve o'clock his stomach was thoroughly washed out 
with warm water and salicylate of soda; and at 1.40, ten 
minutes before the operation, he had an enema of beef tea 
^iij, brandy 3ij> ^.nd when on the table a hypodermic in- 
jection of y^ gr. of atropine was given. 

Operation (2.15). — ^An incision 3 inches long was made in 
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the left Unea semilunaris, commencing just below the margin 
of the ribs. All bleeding points being secured, the peritoneum 
was opened, and a portion of the jejunum as near as possible 
to its origin was drawn out. Two india-rubber bands were 
passed through the mesentery about 5 inches apart; the 
portion of bowel between these being carefully emptied, they 
were tightly tied, and secured each with a pair of clamp 
forceps. A portion of stomach was next drawn out through 
the wound, and an incision about 1^ inches long and about 
14 inches from the great curvature made in its anterior wall, 
parallel with the greater curvature. A decalcified bone-plate 
was introduced into the stomach through this opening ; the 
lateral threads, which were curved with needles, being passed 
through all the coats of the stomach, the longitudinal threads 
coming out through the incision. These were given to Dr. 
Dove to hold while I made an incision slightly more than an inch 
in length in the convex surface of the loop of jejunum. A bone- 
plate was slipped into the intestine, the lateral threads being 
passed through all the coats of the intestine. All bleeding 
points being secured with fine catgut ligatures, the two plates 
were approximated and held firmly together by Dr. Dove, 
while the corresponding ligatures of the two plates were 
firmly tied. About eight Lembert sutures were inserted 
along the upper edge of the plates uniting the stomach and 
intestine. The lower edge appeared to be in such good 
apposition that no extra sutures were introduced. The parts 
were then dropped back into the abdominal cavity and the 
puncture-wound closed in the usual manner. The patient 
bore the operation, which lasted about forty-five minutes, 
well, and passed a good night. 

February 26. — Vomited about 5^ of blood-stained fluid. 
To have nothing by the mouth, and to have nutritive enemata 
every four hours, beef tea 5iij> brandy Jj, and his urine 
drawn off every six hours. Temp. 99 . Pulse 84, good. 
Complains of slight thirst. 

February 27. — Passed a fairly good night. Temp. 99°. 
Pulse 80, rather weak. Breathing regular and quiet. Abdo- 
men soft and flaccid, no pain or tenderness. Enemata to be 
continued ; no food by mouth. 

February 28. — Somewhat restless; temperature normal. 
No tympanites or abdominal tenderness ; occasional hiccough. 
Continue nourishment as before ; a little warm water given by 
mouth. 

March 1. — ^Bestless night, pulse feeble, and patient com- 
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plained of mncli exhanstion^ and gradually became weaker and 
died in the evening, four days after the operation. 

Post-mortem (March 3). — General old peritooitis over liver, 
spleen, aud cardiac end of stomach. The posterior surface 
of many coils of intestine was adherent to a mass of glands 
covering the lumbar vertebra. Large secondary deposits in 
liver. 

The adhesion between the stomach and jejunum at the 
seat of operation was perfect. 

The piece of intestine attached to the stomach was dis- 
coloured, but showed only very slight recent peritonitis, 
which was quite localised to half an inch surrounding the 
juncture. 

The bone-plates, as you will see in the specimen, were 
nearly digested, and hung by the silk threads from the 
opening. 

Case 2. — A. C, widow, aet. 56. Has always been delicate, 
has suffered constantly from indigestion. For many years 
has had acute attacks of dyspepsia every summer, which 
confined her to her bed for a fortnight or so. In February, 
1889, during one of these attacks she noticed a "lump," 
which gradually increased in size. She was constantly 
troubled with vomiting and pain after taking food. She 
came under ray care in the hospital in February, 1890. 

Present state. — There is a tumour in the abdomen occupy- 
ing nearly all the epigastric region, very slightly moveable. 
Stomach is much dilated. Succussion splash very perceptible. 
She had more or less constant vomiting, returning nearly 
everything she took. On March 31 she vomited "coffee 
grounds" mixed with food. Patient fed by nutritive 
enemata and zyminised suppositories ; notwithstanding she 
lost ground rapidly and became extremely feeble, and ex- 
perienced intense pain. I advised gastro-enterostomy as a 
palliative measure. The poor woman readily consented, and on 
April 12, she haviug been prepared as Case 1, I, with the 
assistance of Dr. Purcell, performed the operation by making 
an incision in the left linea semilunaris. She bore the opera- 
tion, which took about forty minutes in its performance, 
fairly well. 

She had nutritive enemata of peptonised beef tea and 
brandy administered. On April 15, two days after the 
operation, she was fed by the mouth with 3J of peptonised 
milk every hour, and beef tea and port wine enemata every six 
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hours, and zyminised meat suppositories every six hours. She 
made an uninterrupted recovery, and was transferred to the 
General Ward on April 20, eight days after the operation. This 
was the patient I showed at the Society's meeting on April 24. 

Case 3. — E. W., aet. 45, married woman, nine children, 
the youngest nine months old. 

Family history, — ^Nil. 

Present condition, — Suffers considerable pain after eating, 
usually about fifteen to twenty minutes after. For the last 
three months has vomited after everything she takes, food 
returning undigested. Two weeks before admission the vomit 
was of the colour of " porter." The abdominal parietes are 
very thin, peristaltic action of bowel being plainly visible. 
The stomach is much dilated, extending to midway between 
umbilicus and pubes. A tumour the size of a Tangerine 
orange is situated just above the umbilicus, freely moveable. 
Excepting for the patient's extremely emaciated condition, 
this was to all appearance a suitable case for pylorectomy. 

The patient being prepared for operation, as described in 
Case 1, on June 4, the patient being under the influence of 
ether, I made an incision in the middle line between the en- 
siform cartilage and pylorus. On opening the peritoneum 
the tumour at once came into view. The mass was freely 
moveable, and extended from the pylorus to about two inches 
along the lesser curvature of the stomach. The mesenteric 
and lumbar glands were found to be much enlarged, and, the 
patient being in a feeble condition, I decided not to attempt 
to remove the diseased pylorus, but to content myself with 
performing gastro-enterostomy. This was quickly done with 
decalcified bone- plates,* the parts dropped back, and the 
abdominal wound closed in the usual manner. The patient 
stood the operation very well. The after-treatment was iden- 
tically the same as in Case 2. 

The patient made a good recovery, and was able to take 
her food well until the time of her death in February, 1891, 
nine months after the operation. The disease had consider- 
ably increased. No post-mortem could be obtained. 

* In this operation I adopted a modification of the bone-plate by inserting 
into the opening of one of these a decalcified bone cylinder, which fitted the 
opening accurately when both plates were in position. I inserted the cylinder in 
this opening into the opposing plate, and fixed the two together with ligatures in 
the ordinary way. By experiments with the tnbe in this case I found the 
objection to this modification was the difficulty of inserting the plate with the 
bone cylinder attached into the bowel through the ordinary opening. 
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Casi 4. — C. G.^ 8Bt. 67^ male. Has complained of pain and 
indigestion for the last five years; during the last twelve 
months has had occasional vomiting from two to three hours 
after food. Vomited matter thick^ frothy, dark green; no 
blood. 

Family history. — Nil. 

Present condition, — The stomach is much dilated^ and suc- 
cussion note easily produced. There is no distinct tumour, 
but an apparent thickening over the pylorus, which is very 
tender on pressure. The vomiting and pain are so great that 
the man begs to have something done for him. The opera- 
tion of gastro-enterostomy was explained to him, and he 
readily consented to have it performed. 

On July 18, having been prepared for operation as already 
described, I proceeded to perform a gastro-enterostomy with 
bone-plates through an incision in the middle line between 
the ensiform cartilage and umbilicus. The only difference 
between the details in this case and that of the others already 
described was that I fastened the jejunum to the posterior 
wall of the stomach by tearing an opening through the trans- 
verse mesocolon, and drawing a portion of the stomach 
through the opening thus made before making the opening 
for the passage of the plate. I experienced no difficulty in 
doing this, and think it well worthy of being adopted in 
certain cases, as it avoids the chances of kinking of the 
intestine. 

In this case, unfortunately, I yielded to the entreaties of 
the patient to have the operation performed in the small 
ward in which he then was, as he begged to be allowed to 
have the same nurse to take charge of him. Although every 
precaution was taken to disinfect the ward, and scrupulous 
care was taken at the time of the operation, this patient died 
on the tenth day from septic peritonitis. 

The post-mortem revealed the fact that perfect union had 
taken place between the stomach and intestine, and not the 
slightest leakage could be discovered ; in fact, in the lesser 
peritoneum there was scarcely any inflammatory exudation, 
this being entirely limited to the small intestines and omentum, 
due presumably to some septic infection taking place during 
the performance of the operation. 

Casb 5. — E. H., set. 52, male, consulted me suffering from 
violent pain in the epigastrium, accompanied by constant 
vomiting. He had been suffering more or less for the last two 
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years^ and for the last twelve months had not been able to take 
any solid food. For three weeks before consulting me he had 
on various occasions vomited mucus and '' coffee grounds.'* 

No history of cancer in his family. 

Present condition. — Has lost considerable amount of flesh 
lately. He vomits nearly everything he takes^ and complains 
of most excruciating pain in the epigastrium. There is a 
good deal of tenderness over the pylorus, but no very distinct 
tumour cau be felt ; on deep pressure, however, a good deal 
of thickening appears to exist at the pylorus. The pain, 
however, was so excessive, and the vomiting so distressing, 
that the patient begged of me to do something to relieve him. 
I determined, therefore, to make an incision in the median 
line between the ensiform cartilage and umbilicus, and to be 
guided by circumstances as to the future steps to be pursued. 

February 2. — The patient being prepared as in the other 
cases, I opened the abdomen as above decided. On exploring 
the pylorus it was found to be considerably thickened and 
very hard and rounded. The stomach was much dilated and 
walls thickened. I therefore determined to perform gastro- 
enterostomy. A loop of jejunum was readily pulled out of 
the wound, and united to the anterior wall of the stomach in 
a similar manner as described in Case 1. 

The patient was very exhausted after the operation, but 
by repeated enemata of beef tea and brandy he soon rallied, 
and never gave me the slightest cause for anxiety afterwards. 
He was fed on the second day with peptonised milk in a 
similar manner as in Case 2. 

He is now able to enjoy ordinary diet, and has no vomiting 
whatever. 

The thickening in the epigastrium has not increased, but 
the tenderness and pain has disappeared entirely ; and if, as 
may be hoped, this is a case of fibrous stricture of the 
pylorus, there is every hope and expectation that he may be 
permanently cured.* 

The following two cases illustrate the method of relieving 
patients suffering from gastric carcinoma in which the operation 
of gastro- enterostomy is contra-indicated. In these two cases 
great comfort was given by performing the operation of jeju- 
nostomy. 

Case 6. Jejunostomy. — J. C, aet. 45, male. Has suffered 

* This patient still remains in good health (April, 1892). 
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from pain after food and occasional vomiting daring the last 
two years ; the vomiting has much increased of late^ accom- 
panied by intense pain. A tnmonr was felt under the left inter- 
costal cajrtilage^ very tender and apparently fixed. The pain 
was so great after taking any kind of f ood^ that the patient had 
to be fed almost entirely by the rectum. He, however, iost 
ground considerably, and it became necessary to do something 
if the man's life was to be prolonged. The only means of 
doing this was, in my opinion, to open his jejunum, and thus 
be enabled to feed him. On June 10, the patient being 
prepared for the operation by nutritive enemata, &c., as 
before described, I made a median incision between the 
ensiform cartilage and umbilicus about two inches long, and 
by pushing aside the omentum and transverse colon was 
enabled to hook up a piece of the jejunum close to its origin ; 
this was drawn out through the wound, and a silkworm 
gut suture passed for about one and a half inches through 
the serous and muscular coats of the intestine, one on one 
side of the gut and one on the other, about an inch apart. Two 
other sutures were then passed through the serous and mus- 
cular coats across the intestine from the points at which the 
longitudinal sutures escaped. These four sutures were next 
passed through the entire abdominal parietes about half an 
inch on each side of the incision, and then again through a 
bone-plate similar to that used for gastro-enterostomy. 

Two silkworm gut sutures were now passed through the 
parietes in the usual manner to close the wound at each 
end, and the five sutures which were passed through the 
bone-plate tied securely ; finally a portion of the intestine was 
drawn up through the central opening in the plate, and 
secured by being transfixed with an ordinary harelip pin. 

Three days after, a small opening was made by cutting 
down on the transfixing pin, and a winged gum-elastic 
catheter introduced and allowed to remain. The sutures 
were all removed at the end of a week or ten days, and all 
was found to be securely healed. 

This patient made an excellent recovery, and was enabled to 
feed himself with beef tea, &c. His pain was considerably 
relieved, and he became stronger and left the hospital at the 
end of a month. The disease gradually increased, and he 
died seven months after the operation. Fortunately I was 
enabled, through the kindness of Dr. Dove, who went to the 
man's house and performed the post-mortem, to secure the 
specimen which I have here to-mgnt. 

VOL. XXV. 8 
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Case 7. Jejunostomy. — ^W. C, aet. 59, had complained of 
difficulty in swallowing solid food for the last eight months ; 
complained that the food appeared to go down to the '^ pit of 
the stomach/' and there remain. Had been losing flesh rapidly. 

Family history. — ^Nil. 

Present condition. — ^Very thin and emaciated ; complains 
of much pain in the epigastrium. Food, when taken, is very 
shortly returned undigested. Has vomited a little blood. 
Bougie passed for 16^ inches from the incisor teeth. Deep 
pressure on epigastrium causes a good deal of pain. 

As the symptoms seemed to indicate carcinoma of the 
gastric end of cesophagus, extending into the stomach, it was 
decided to perform jejunostomy in preference to gastrostomy, 
to avoid all irritation of the diseased part. 

The operation was performed on August 2, in identically 
the same manner as described in Case 6. The patient made 
a good recovery from the operation, but eventually died of 
exhaustion six weeks after. At the post-mortem examination 
the disease of the stomach was found to be situated at the 
cardiac end, and extending along the anterior wall. The 
cesophagus was practically occluded. 

Bemarhs. — ^The operation of gastro-enterostomy by Senn's 
method of using decalcified bone-plates is so simple, and after 
practice so rapidly performed, that there are few patients 
who are unable to undergo it; while the results are so 
encouraging, as shown by the cases I have narrated and 
others that have been published by other surgeons, that I 
cannot but think we are justified in advising patients to 
submit to the operation. 

In performing the operation there are one or two points 
which require special notice. In the first place, the fine of 
incision through the parietes. This should be guided by the 
amount of dilatation of the stomach and the size of the tumour. 
If this is very great the incision should be through the left 
linea semilunaris ; if the stomach is not much dilated it may be 
made through the middle line, between the ensiform cartilage 
and umbilicus. 

The opening into the stomach should be made about 
midway between the pyloric and cardiac ends, never too near 
the pylorus. The opening should be made as large as the 
calibre of the jejunum, viz. about 1^ to 2 inches in length. 
A continuous suture may be run round the opening to prevent 
the possibility of its closing up ; this also will prevent the 
extrusion of the mucous membrane. Should the mucous 



Mr. Jessett's Oases of Oastro-enter ostomy, 8fc. 115 

membrane project very mach it may be cut away with scis- 
fiors. 

Two cases have been reported, one by Mr, Stansfield, of 
Birkenhead, and one by Mr. Larkin, of Liverpool, in which 
the symptoms of obstruction returned in a few months after 
the operation, and at the post-mortem examination it was 
found that the opening had closed. In Mr. Stansfield's case 
it had completely healed up ; in Mr. Larkin's case it had 
closed, but whether from an extension of the growth or not 
it was difficult to understand from his description.^ All these 
dangers may be overcome, I think, by either stitching the 
mucous and serous membranes of the opening together, or 
freely cutting away the mucous membrane which so often 
pushes into the opening, especially near the stomach. 

The jejunum should be hooked up with the forefinger as 
near to its origin as will admit of its being applied readily to 
the stomach ; this is easily done if the surgeon will push the 
omentum to the right, and feel for the notch of peritoneum, 
which is nearly always more or less marked where the jejunum 
commences and the duodenum ends by crossing the vertebral 
-column ; if not readily found the head of the left kidney may 
be taken as a guide. On no account must the first piece of 
small intestine that comes to hand be selected to fasten to 
the stomach, as by doing so the surgeon runs the risk, which 
is not an imaginary one, of selecting a portion of the intestine 
many feet below the duodenum, with the result that if the 
patient recovers from the operation he dies of marasmus a 
few months later. Such cases have been reported. 

In selecting ligatures for fastening the plates the lateral 
ones should be of chromatised catgut. If silk be used disaster 
may follow later on by it hanging in the opening, and acting 
as a snare whereby food may be caught and accumulate. 

In- the after-treatment patients may be fed the day fol- 
lowing the operation, or at any rate the second day after. 
Even on the day of operation I give my patients spoonfuls of 
warm water by the mouth, and commence with teaspoonfuls 
of peptonised milk on the following day, given every hour ; 
and on the third day Brand or Valentin essence of beef may 
be given. Peptonised beef tea and brandy enemata should 
be given, alternated with zymosed meat suppositories every 
two hours. 

In performing the operation of jejunostomy I believe the 

* This patient sabaequently died, and at the post-mortem examination the 
opening was found to be dosed. 
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method I have described is novels and the same as I now in* 
variably adopt in performing gastrostomy. It has the advan- 
tage of simplicity, quickness of performance, and a large 
surface of parietal peritoneum is held in intimate contact 
with the visceral peritoneum. 

There is no possibility of missing the stomach or intestine 
when opening it, and a remarkably small and valve-like 
opening can be made, through which a fine catheter is intro- 
duced into the interior of the intestine. 

In performing jejunostomy the same rule will hold good 
as I have alluded to in my remarks on gastro-enterostomy, 
viz. the importance of selecting a portion of the jejunum as 
near to its origin from the duodenum as possible. 

Since writing this paper I have operated on two other 
patients suffering from pyloric carcinoma, on one which I had 
the honour of showing at this Society last October, on whicb 
I performed the combined operation of pylorectomy with 
gastro-enterostomy successfully. This patient I heard from 
last week ; she is quite strong and f at.^ The other, a patient 
on whom I performed gastro-enterostomy. This patient was 
extremely emaciated and feeble, and did not rally after the 
performance of the operation, dying twelve hours after. 

* Dr. Stonham, Ventnor, Isle of Wight, writes me March 14, 1892, that the 
patient is in exceUent health, eats anything, and can do her ordinary work and 
walk two miles without discomforts 

r 
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XIX. — Punctured Wound of the Thigh : femoral artery 
and vein divided: ligature of proximal and 
distal ends : gangrene of leg : amputation through 
knee-joint: cured. By Herbert Wm. Alling- 
HAM, F.E.C.S. Bead January 22, 1892. 

FRANK. S.^ aat. 28, was admitted into the Great Northern 
Hospital on November 30, 1889, with a deep punctured 
wound of the thigh at the apex of Scarpa's triangle. 

While cutting some bacon with a long, sharp butcher's 
knife his hand slipped, and the knife penetrated the inner 
part of the right thigh over the region of the femoral vessels 
at the apex of Scarpa's triangle. As he was using a good 
deal of force at the time the knife penetrated deeply. 

He immediately withdrew the knife, when a considerable 
jet of bright blood shot out. He had sufficient presence of 
mind to bind something tightly over his trousers at the place 
where he felt the wound. 

A doctor was at once sent for and the wound examined ; 
during this the patient is said to have lost much blood. A 
roller bandage was applied over the line of the artery at 
Poupart's ligament, and the patient was removed to the Great 
Northern Hospital. 

When he had been put to bed the wound was examined 
by Mr. SantS, the house surgeon, a Signorini's tourniquet 
being first applied to the femoral a^ry above the wound. 

The local condition was as follows : 

There was a small, clean incised wound, f of an inch long, 
running in the axis of the limb, and located over the apex of 
Scarpa's triangle. The surrounding tissues were infiltrated 
with a large amount of blood, and there was no pulsation 
observable in them. The whole of the neighbourhood of the 
wound was very tense, and the limb at this part was greatly 
swollen. 

The foot was quite cold and very pale, with no pulse in the 
dorsalis pedis or in the anterior and posterior tibials, or in 
the popliteal. When the tourniquet was loosened a forcible 
jet of bright arterial blood shot out. A graduative compress 



118 Mr.* Allingliain's Cctse of Punctured WoUnd of the Thigh, 

was then applied to the woand itself, and the tourniquet fixed 
down on the vessels. The limb was wrapped in cotton wool 
and elevated, a hot- water bottle being placed near to it. 

The following was the patient's general condition : 

He was a fine, well-built man, but was very blanched. 
He complained of thirst and of swimming in the head. Ha 
sufiered from " air-hunger," being restless, throwing himself 
about and sighing. He had also numbness in the limb. 

I was sent for, and as soon as I arrived had the patient 
conveyed to the theatre. Mr. Bull, of St. George's Hospital, 
who accompanied me, kindly administered ether. Esmarch's 
bandage and tourniquet were applied, and the wound was 
enlarged, being extended to about 7 inches in length. 

A large amount of dark blood-clot was removed and the 
sartorius exposed. This muscle had been penetrated by the 
knife, and had to be cut across and refiected upwards and 
downwards. Another blood-clot was then turned out of the 
wound, and at the bottom it was found that both the femoral 
artery and vein had been cut clean across just as they were 
entering Hunter's canal. The aponeurosis of the canal was 
cut through, and clips were put on to the ends of the vessels. 
The artery and vein were then dissected out, so that an 
aneurysm needle could be got round them, and ligatured with 
a well-carbolised Sir Spencer Wells' silk, first below in two 
places, and then above, also in two places. 

In consequence of the depth of the wound there was con- 
siderable difficulty in getting the needle round the vessels. 
After the ligaturing had been completed the tourniquet was 
taken off, and the wound was found to be now quite dry. 
During the process of separating the vessels the long 
saphenous nerve had been divided. 

The wound was then sewn up with silver sutures and silk- 
worm gut, and a drainage-tube was inserted, the wound being 
thoroughly irrigated with carbolic solution, 1 in 40, which 
had been used throughout the operation for wound, sponges^ 
hands, and instruments. 

Firm pressure was applied, and the wound was dressed 
antiseptically. A cotton-wool stocking was put on, reaching 
from toes to groin, and the patient was taken to bed. 

Very little blood was lost during the operation, which the 
patient stood well, but he gave some trouble on recovering 
from the effects of the ether by trying to get up and being 
inclined to be violent. 

When in bed the leg was elevated, and hot-water bottles 
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were put near it ; as the patient was very restless and in much 
pain^ morphia was injected hypodermically. 

Two Hours later he was stUl very restless, and complained 
of absolute numbness in the leg and of much pain. More 
morphia, therefore, was given. He was allowed ice and 
milk, but nothing else. 

There was no oozing from the wound. The pulse was 104 
and weak. Temperature was 95'4°. There was no pulse in, 
or return of warmth to, the leg or foot, both of which were 
incapable of feeling. 

Just before midnight the pulse was 130 and intermittent. 

December 1. — The patient had passed a very good night 
on the whole. On this morning the foot was warmer, but no 
pulse was to be felt in the tibials. The pulse was 100. He 
complained of thirst. He had recovered his colour, but the 
tongue was furred ; temp. 101°. 

December 2. — He had had a quiet day. The foot showed 
no signs of return of circulation ; it looked " waxy,'' and the 
veins were prominent. Around the ankle-joint were three 
ill-looking patches of discoloration and some cedema. The 
calf was much swollen, tense, and painful. There was also 
much pain on pressure in the popliteal space. 

The wounds were dressed the previous day, and looked 
well; there had been no oozing. Temp. 100*6°. The pulse 
was full and bounding. He was given champagne, and after- 
wards brandy. He had about eight hours' sleep during the 
night. 

At 11 P.M. the discoloration was increasing, and gangrene 
was commencing. There was no pulse in the tibials, and the 
calf and popliteal space were tense and painful. There had 
been no oozing, but the patient was restless. The pulse was 
120 and bounding. Temp. 101 2°. 

December 3. — The toes and the sole of the foot had 
become undoubtedly gangrenous in the form of *' dry gan- 
grene.'' There was some mottling of the lower part of the 
leg. Temp. 1006°. 

December 6. — ^Temp. previous afternoon 102°. The 
whole leg had now become more swollen, with two or three 
fresh spots of discoloration. Still a good deal of pus came 
from the wound. 

December 7. — Evening temp. 102°. The gangrene was 
spreading slightly ; some stitches were removed on account 
of tension. 

December 9. — Evening temp. 100'6°. The wound smelt 
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badly^ and much decomposing clot came away. The gangrene 
was spreading slowly. The foot was quite dry, with dark 
brown homy skin. The ankle was marble-white, and above 
the ankle, irregularly extending, was a mottled purplish 
discoloration. 

December 10. — ^Not so good a night. The patient com- 
plained of feeling weak and of aching in the limb. On the 
outer side of the calf was a patch of hard, dry, homy gan- 
grene, and the mottled appearance was spreading. Evening 
temp. 100-8°. 

December 12. — No further increase of gangrene, and the 
wound looked much more healthy. The patient had some 
pain in the leg of boring character. 

December 20. — The wound was granulating well, and 
looked healthy ; the discharge was less ; there was no spread- 
ing of the gangrene, but there was slight decomposition. 

December 23. — Since the last note the foot and lower 
part of the leg had been very painful; the leg had become 
far softer, though the foot still retained the dry form of 
gangrene. 

On the morning of the 22nd the temp, had risen te 104*6^^ 
and the patient had great pain. Pulse 135. The tongue 
furred but moist. By 2 p.m. temp, rose to 105* 2°. 

I was hurriedly sent for, and at once decided to amputate. 
Ether was given, and the limb was removed at the knee-joint 
by Stephens Smith's method of lateral flaps, by which the 
patella and the semilunar cartilages were saved. 

There was very little bleeding ; the cut ends of the pop- 
liteal artery and vein were found to be plugged. The stump 
was drained and sewn up with silver sutures ; it was dresssd 
lightly with antiseptics. » 

After the operation the temperature fell from 105*2^ to 
normal. The wound was dressed again in the evening, and 
looked well. 

December 27. — ^Dressed every day and healing well, but 
there was a suspicious-looking dark spot on one of the flaps 
of skin. There was very little oozing. 

December 30. — One stitch was removed. The ominous 
spot was fading away. Temp, rose to 102*6°. 

January 7. — All the stitches had now been removed. The 
stump looked fairly well; on the outer side was a circum- 
scribed slough about the size of a crown piece. The original 
wound was almost healed. 

January 13. — The stump was still discharging from the 
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«longli^ whicli was now separating. Temp, the previoas niglit 
rose to 104^^ but fell in the morning to 100*4^. 

January 17. — Some pns was let out of the original wound. 
There appeared to be still a cavity that required filling up. 

January 24. — ^The wound and sloughs looked well, but 
there was great tenderness on the outer side of the stump 
And some redness. There was more discharge of pus than 
for some days past. The patient was able to get up for a 
few hours a day. 

January 30. — On the morning before a large collection of 
pus was let out from the front of the thigh. 

Soon afterwards the patient was able to go into the 
country. 

The interest of the case lies, I think, in the following 
&cts: 

1. Both the artery and the vein were divided. 

2. The gangrene was dry, and did not extend until three 
weeks after the vessels had been cut. 

3. The sudden rise of temperature and the rapid extension 
of the gangrene, and its change from the dry to the moist 
variety. 

4. Amputation was done through the knee-joint and by 
means of lateral flaps. 

I should like to ask three questions as to my treatment of 
the case : 

1. Ought I to have operated on the first appearance of 
gangrene ; and, if so, where ? 

2. When ought I to have removed the dry gangrenous 
limb? 

3. When the gangrene became moist and spreading, 
where ought I to have amputated ? 

I will try and explain my reasons for acting as I did. 

When the gangrene was dry I thought that, as the con- 
stitutional symptoms were favorable, it might be advan- 
tageous to wait so as to allow the collateral circulation to 
become good. I hoped then that the flaps would not slough. 
Again, if I had amputated early I am afraid it would have 
had to have been through the wound in the thigh, for the 
wound was not healed, and therefore there was still a chance 
of secondary haamorrhage. If I had amputated through 
the lower third of the thigh, and secondary haamorrhage 
had occurred in the vessels, what could I have done ? 

When it became necessary to amputate, in consequence of 
the very high temperature and the spreading of the gan- 
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grene, I did so tlirongli the knee-joint for the reasons that 
I knew that the main vessels were plagged^ and that the 
flaps would by then have become nourished by vessels in the 
superficial parts ; I was also aware that the anastomosis around 
the knee-joint is very free. I therefore concluded that there 
was a better chance of the skin-flaps living there than if I had 
amputated through the thigh^ where the anastomosis is not 
nearly so free. 

This important subject has been fully discussed by 
Mr. Walshsun in the Med.^Chir. Transactions of 1888. Ac- 
cording to his summary I ought to have employed pressure 
until the collateral circulation was fully established^ and then 
have tied the vessels. In answer to that I must say that in 
my case this was impossible to do^ on account of the very free 
hsBmorrhage and the tremendous amount of extravasation of 
blood into the tissues, rendering the whole of the thigh 
extremely tense. 



On a C(Me of Suppurating Hydatid in the Bight Lung. 123 



XX. — On a case of Suppurating Hydatid in the 
Bight Lung : incision of the lung and removal of the 
hydatid: death. By William M. Obd, M.D., 
F.R.C.R, and H. B. Eobinson, M.D., M.S., 
F.II.C.S. Bead January 22, 1892. 

JS.^ aat. 18, a telegraph messenger, was admitted into St. 
• Thomas's Hospital on October 25^ 1890. The patient 
gave the following history of his illness. He had an attack 
of '' pleurisy " in the right side four months before admis- 
sion, was in bed for two weeks, and then '' recovered com- 
pletely." 

Five weeks before his admission a troublesome cough came 
on. and after this had lasted two weeks he was suddenly 
se4ed with pain in the right side, and brought up a largi 
quantity — estimated by him at half a pailful— of opaque 
yellowish-white fluid, which poured out of both mouth and 
nose. From that time onward he had been obliged to 
remain in bed^ could only lie on his right side, and had suf- 
fered from considerable shortness of breath. The acute pain 
in the right side lasted for a week. Large quantities of 
expectoration had been coughed up at intervals during the 
five weeks. Of late there had been troublesome diarrhoea. 

State on admission, — The patient was thin, generally pale 
and sallow, but with a hectic flush on the cheek and an 
expression of great suffering and anxiety. He lay on his 
right side, with his legs drawn up and his neck bent for- 
ward. His breathing was rapid, short, and painful. The 
least change of his position brought on urgent dyspnoea. 
His breath was excessively fetid. The temperature was 
101^, the pulse 120, small, easily compressible, regular. The 
tongue was of a bright red at the margin, coated on the 
dorsum with a thin whitish layer. 

Chest. — Respiration almost entirely diaphragmatic, shal- 
low, 54 per minute. 

Bight lung. — Dulness over the lower fourth behind, im- 
paired resonance as high as the fourth rib in front. Vocal 
iremitus slightly increased over the dull area. Loud bub- 
bling crepitations heard over the dull area behind. (A few 
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liours after admission these had completely disappeared^ and 
were replaced by well-marked cavernous breathings the 
patient having coughed up in the interval more than a pint 
of frothy, muco-purulent, and very offensive material.) 
Bronchophony and whispering pectoriloquy obtained over 
the same area. Bruit d'aifain feebly obtained in one or t^wo 
situations. Just above the dull area fine crepitations were 
heard^ mainly during inspiration. Over the dull area in front 
of the same lung the breath-sounds were tubular but not 
cavernous, and vocal resonance was slightly increased. 

Left lung. — Resonance nowhere markedly impaired, but 
there was loud tubular breathing with increased vocal fremitus 
and resonance over the lower part of this lung behind. At 
the apex in front inspiration was prolonged and blowing, but 
not tubular. 

Heart. — ^Dulness begins above at the fourth left costal 
cartilage, and extends to left edge of the sternum. Apex- 
beat in fifth space, one inch internal to nipple line. Sounds 
normal at both base and apex. 

Abdomen. — ^Distended, not tender; good resonance only- 
obtained at highest point, as patient lay on his side. 

Diarrhcea continued after admission; stools liquid with 
few flakes of solid matter ; brownish yellow in colour, slightly 
offensive. 

Lower extremities. — Bedsore over right hip. 

No ulceration about mouth or fauces; latter somewhat 
congested. 

Some hours after admission an exploratory puncture was 
made of the cavity at the base of the left lung. Ether spray 
used, and cannula connected with aspirator. Cannula ap- 
peared to penetrate lung. About 1 oz. of thin, sanious pus^ 
with numerous flakes of white membrane, drawn off. 

No booklets could be discovered in the fluid, nor did the 
membrane appear to be hydatid membrane, but consisted 
rather of imperfectly formed fibrous tissue. 

The sputum was also examined for booklets, and stained 
and examined for tubercle bacilli. Neither were found. 

Urine. — Acid, sp. gr. 1030, large deposit of urates; no 
albumen, no sugar, no indican, no blood. 

The symptoms and physic^ examination made it pretty 
evident that a large cavity, secreting rapidly putrefactive 
pus, existed in the right lung. The decision that an opera- 
tion should be made through the wall of the chest for the 
exploration, and possibly the evacuation, of this cavity, was 
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at once taken^ and Mr. H. B. Robinson^ the resident assist- 
ant surgeon, proceeded to operate on the morning of the 
28th> the third day after the admission of the patient. 

Operation, — On account of the diseased condition of both 
longs general anaasthesia was dispensed with, bat the ether 
spray was used for making the skin-wound. The patient 
being well over on his right side so as not to hamper the 
movement of his left lung, an incision was made from the 
angle of the sixth rib to the inferior angle of the scapula. 
The periosteum of the rib was then detached, and 1^ inches 
were resected. After the removal of the bone there was very 
marked bulging of the soft parts into the wound when the 
boy coughed. On careful section in the space left by 
the resected rib, chiefly through firm fibrous tissue, the 
hydatid cavity was reached about ^ inch from the rib. 
During the section there was no pleural cavity opened, and 
it was evident that the fibrous tissue indicated firm adhesions 
between the parietal and visceral layers. There was no 
hsBmorrhage on cutting through the lung. The finger was 
introduced into the cavity and the opening was dilated, and 
at the same time was hooked up to the surface by the finger. 
Almost immediately about half a pint of stinking sanious pus 
with gas was discharged from the wound, and at the same 
time there appeared at the opening, and bulged into it, part of 
a very large and collapsed hydatid cyst. This was removed 
bodily by gentle traction, and it appeared to be a single cyst 
having a diameter of quite 5 inches. The opening in the 
cavity was then stitched to the margins of the skin wound by 
three silk sutures on either side, and two large drainage- 
tubes were introduced. During this part of the operation a 
small piece of gangrenous lung was expelled, together with 
some more stinking pus. It not being desirable to prolong 
the operation owing to the boy's feeble state, the cavity was 
not washed out. ^e wound was dressed with iodoform and 
absorbent wool. 

The pulse was somewhat feeble towards the end of the 
operation, but the boy bore it remarkably well, and his con- 
dition gave no special cause for anxiety. His temperature 
before the operation was 102*2^. 

Soon after the operation, about noon, the patient had a 
rigor, and the temperature rose to 102*4^, but sank to normal 
at 5 P.X., when the pulse was 112 and respiration 58. He 
could take milk ana brandy. The wound was dressed at 
midnight, as the dressings were soaked through and a large 
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quantity of o£Eensive pus escaped. Temp. 102°, pulse 128, 
respiration 56. 

On October 29, the day following the operation, 4^he cough 
was not nearly so troublesome as it had been, and the expec- 
toration was but slightly ofEensive, but the f cetor of the dis- 
charge through the wound was marked. The cavity was 
therefore washed out with three pints of weak Condy's fluid 
till the fluid was returned odourless and with little alteration 
in colour. The temperature was 100*4° P. The washing out 
was repeated the next day, and again on November 1, when 
the temperature was 104*2° at 4 p.m. On this day the diar- 
rhoea, which had subsided, became again severe, the motions 
being liquid, yellowish, and foul-smelling. Under the regular 
washing out of the cavity at intervals of twelve hours the dis- 
charge became during the next two or three days less profuse 
and very much less offensive, but although the diarrhcea 
diminished the temperature continued high. 

On November 4 a collection of pus outside the margin o£ 
the wound was opened, about one ounce of pus being set 
free. The wound itself at this time looked unhealthy, 
there being considerable redness about it extending into the 
axilla. 

On November 6 the wound had assumed a much more 
healthy appearance, and the drainage-tubes were removed ; 
the temperature was, however, 105*4° before the dressing. 

On November 7 the patient was able to lie on his back 
without discomfort, and it was now possible for the first time 
to make satisfactory examination of the abdomen. A distinct 
fulness was observed in the right epigastrium and hypochon- 
drium. On palpation a rounded tense projection could be 
felt. Neither fluctuation nor hydatid thrill could be ob- 
tained. There was dulness on percussion over the swelling. 

On November 8 the diarrhoea was still severe. The wound 
was dressed only once in twenty-four hours. There was still 
an opening large enough to admit the finger easily, and there 
was considerable gaping. The discharge was less and very 
slightly offensive. On throwing a light into the cavity the 
walls were found to be quite smooth and lined by healthy 
granulations. The irritation about the wound was very much 
reduced. 

On November 9 the temperature was much lower, and had 
not exceeded 101° in thirty-six hours ; the pulse was 144, and 
the respiration 52 and shallow. The diarrhoea was very bad, 
and the patient took very little notice of what was going on. 
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During the night the patient gradaally got feebler ; he became 
comatose and died at about 10 a.m. on November 10. 

Post-mortem examination by Dr. Sharkey. 

Body emaciated. Excision of part of the sixth rib on the 
right had been performed in the posterior axillary region^ and 
by this means a large cavity in the right lung communicated 
with the exterior. The right lang was generally adherent to 
the parietes and diaphragm, and could only be removed from 
the body by stripping off the parietal pleura with it. On 
removal a large cavity occupied almost the whole lower lobe, 
and about the artificial opening a very thin layer of lung only 
could be seen beneath the greatly thickened pleura. The 
cavity had a fairly smooth wall, but shreds of exudation, 
fibrin, Ac, adhered to it. It was practically empty. The 
lung all around was the seat of chronic interstitial pneumonia. 
Between the parietal and visceral layers of the pleura all over 
the upper lobe was an empyema, the pus being thick and 
pinkish yellow in colour. This empyema had no communi- 
cation with the hydatid cavity below, but was entirely localised. 
The upper lobe of the right lung was compressed and the seat 
of very acute broncho-pneumonia, many points and streaks of 
pus being seen on section. 

The left lung was adherent at the base by not very firm 
adhesions. The lower lobe was semi-solidified by collapse and 
broncho-pneumonic foci. 

Heart. — There was acute pericarditis, the greater part of 
the visceral pericardium being covered by a thin layer of 
fibrin. The pericardial sac contained almost half a pint of 
thin purulent fluid. The valves and muscle of the heart 
appeared to be healthy. 

Liver. — The liver was very large and pale, extending below 
the umbilicus. It was adherent by a few connective-tissue 
bands to the diaphragm. It contained two hydatid cysts ; 
one, the larger, about twice the size of a cricket ball, was 
situated at the right upper extremity. It had no communica- 
tion with the thorax. On incising it a stream of clear fluid 
shot out, and a number of daughter-cysts, so numerous as 
almost to fill the cavity. They ranged from the size of a 
small apple to that of microscopic objects. They contained 
perfectly clear hydatid fluid. A similar cyst with similar 
contents, but only the size of a large apple, was found at the 
extremity of the left lobe and on its under surface. 
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Kidneys ncmnal^ except for a rery small oorticakl absoe^ 
in one ; it was not of lijdatid origin. 

It was erident at the time of tliis patienf a admiwrion to 
hospital tliat he had alargeabsceasof die right Inngpaitianf 
discharging through the bronchial tabes. The encnmoos 
amount of discharge occurring suddenly five weeks before 
suggested the ezistenoe either of suppurating hydatid or of 
e mpyem a bursting through the lung. The hitter supposition, 
-was not faronred by the physical signs. It will be noted that 
in the first exploration indications of the presence of hydatid 
were sought for without success. The operation performed a 
few hours later would have been made at once but for the 
necessity of communicating with the boy's parents. As an 
operation for pulmonary abscess it proved successful ; but in 
tne long previous duration of the case pyasmic infection had 
occurred, as indicated in the kidney, in the pericardium and 
the right pleura. Cases of operation involving the explora* 
tion of the lung itself are sufficiently rare at the present time 
to justify, in our opinion, the record of this ultimately unsuc- 
cessful but, in certain aspects, encouraging case. 



Mr. Mansell Moullin's Oase of Hydatid Cysts of Liver. 129 



XXI. — A case of Hydatid Cysts of Liver : rupture into 
peritoneal cavity : abdominal section. By 0. 
Mansell Moullin. Bead January 22, 1892. 

JH.^ a thin anadmic youth^ 89t. 19^ was admitted into the 
• London Hospital in October, 1889, under the care of 
my colleague Dr. Stephen Mackenzie, to whose kindness I 
am indebted for permission to make use of the earlier notes 
of the case. 

History. — For six or seven years he had noticed a lump 
forming in the abdomen, on the right ^ide, under the margin 
of the ribs. It gave him no trouble until August, 1889. 
About that date it began to increase rather rapidly, and 
became the seat of a constant burning pain. One day early 
in September there was a sensation as of something sud- 
denly giving way, and of fluid running away inside his abdo- 
men. Immediately afterwards he was sick, bringing up a 
quantity of bile, and within a quarter of an hour a copious 
eruption of *^heat lumps ^* made its appearance all over face, 
arms, and body. For four or five days there was profuse 
diarrhoea, but by the end of the week he had recovered so 
&r that he was able to resume his occupation as a barber. 

In a few days* time the abdomen began to swell again, but 
generally, as in ascites ; and this increased so rapidly that at 
the end of October, when he applied for admission, the girth 
at the umbilicus was 39^ inches. 

On November 10 he was tapped under Dr. Stephen Mac- 
kenzie's direction, and 308 ounces of dark green fluid, con- 
taining bile, drawn off. The specific gravity was 1013 ; no 
booklets could be found. There was no tumour to be felt in 
the abdomen, and the liver was not enlarged. 

The abdomen began to fill up again at once, and by the 
end of the month it was almost as large as on admission. 
He was tapped again on November 30 (when 357 ounces of 
a similar fluid were drawn off), and again on December 13, 
when 345 ounces came away. On the last occasion a few 
booklets were found. 

Towards the end of the month I saw the patient in consul- 
tation with Dr. Stephen Mackenzie, and it was agreed that as 
the boy was evidently losing ground, the only course left was 
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to perform abdominal section and drain the cyst. Accordingly 
on December 28 he was transferred to the surgical side of the 
Hospital. The abdomen was then nearly as fall as ever ; tho 
distension was apparently uniform^ bat as the left flank and 
left iliac fossa were resonant on percussion in every position 
of the body it was probable that the effusion was to a certain 
extent localised. There was no fever or pain. The urine 
was small in quantity but of fair specific gravity^ and did not 
contain any albumen. 

An incision three inches in length was made in the linea 
alba^ about midway between the umbilicus and the ensiform 
cartilage; and about 180 ounces of turbid dark greenish- 
brown fluid escaped at once. The interior of the cavity was 
lined with a soft smooth layer ; its limits could not be made 
out. The liver was pushed away from the anterior wall of 
the abdomen^ and the finger when passed upwards entered a 
large space, partially divided into two by the thickened sus- 
pensory ligament. The intestines were pushed downwards 
in a similar .manner. Two large drainage-tubes, eleven 
inches in length, were inserted into the right and left 
pockets, the upper and lower parts being left free, as it was 
hoped that as soon as the fluid was removed the elastic pres- 
sure of the viscera would close the cavity and prevent anjr 
accumulation. 

For the first few days an enormous amount of a similar 
brownish fiuid, apparently consisting largely of broken-down 
liver substance, continued to drain away. Then the cha- 
racter of the discharge gradually changed, and it became of 
a bright canary colour and creamy consistence, with an 
immense number of booklets. The lower part of the cavity 
rapidly contracted, but, right and left, two deep recesses 
persisted ; and in front, above the incision, the liver dulness 
disappeared altogether, the percussion note being tympanitic 
until the level of the lungs was reached. Throughout the 
whole of this period the patient was constipated, and the 
motions, although they contained some bile, paler than 
natural. In about three weeks the membrane began to 
separate and make its appearance in the shape of roUed-up 
shreds. Sometimes these came away easily, but every now 
and then they gave rise to a good deal of trouble by ob- 
structing the orifice into the cyst. During these attacks the 
character of the discharge underwent considerable changes ; 
it lost its bright colour, and became greenish instead of 
yellow; there was less bile in it, and more pus, which came 
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especially from the left-hand side of the cavity; and at 
lengthy after one of them^ the bile disappeared altogether. 
At the same time the motions became looser and darker in 
oolonr ; the tympanitic note over the liver disappeared ; the 
temperature rose^ especially of an evening, and the patient 
began to fail^ suffering from profuse night sweats. 

Several attempts were made to find and open up the 
inner orifice of the cyst^ but without success^ a probe passing 
upwards and backwards along the under surface of the liver 
for upwards of nine inches. At length on January 25 a 
great mass came away, and with it two or three ounces of 
thickish pus. The next day the tympanitic area was again 
distinct, the temperature fell, and the appetite, which had 
begun to fail seriously, improved. A similar occurrence 
took place a few days later, and again a few days after that ; 
but although portions of the cyst-wall were continually 
coming away, the only real sign of improvement was the 
gradual contraction and disappearance of the left half of the 
cavity ; the patient was suffering from hectic, more or less 
severe according to the amount of discharge, and graduaUy 
losing ground. 

On February 19 the patient suddenly felt something burst 
inside him, and an immense quantity of bright yellow muco- 
serous fluid poured out from the wound, bringing with it 
masses of cyst-wall much thicker and larger than any before. 
Three days later a huge piece, upwards of forty square inches 
in area and a quarter of an inch in thickness, presented itself 
at the orifice of the sinus, and was slowly pulled out. It was 
deeply bile-stained, soft, and gelatinous, and was covered on 
one surface with a number of minute elevations about the 
size of a small pea, probably immature scolices. 

The shock attendant on this was much more severe than 
that which had followed the original rupture. The tempera- 
ture fell two degrees below normal, and the patient lay in a 
state of complete collapse for many hours. This was followed 
by profuse diarrhcea, which was only stopped by the free use 
of opium and stimulants, and for some days the condition was 
very critical. Then by slow degrees the pcUdent began to rally. 
The discharge lost its green colour, and became dark brown; the 
quantity diminished, and although a few fragments of cyst- 
wall came away at intervals, no more large pieces followed. 
By the end of March the sinus was only an inch and a half in 
length ; in a few days more it had closed, and the patient was 
discharged. He was seen in July; the liver dulness was 
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practically normal ; the sinus was closed, and he had com- 
menced work again. 

The history of this case is not diffcult to trace. In all 
probability there were two cysts close together, both nni- 
locnlar. The one near the anterior surface of the liyer gare 
way first, and its contents with a certain amount of bile 
escaped into the peritoneal cavity. This was followed by 
shock, then almost at once by urticaria and profuse diarrhoea^ 
and later by ascites, the fluid collecting again and again. At 
first the exudation must have been general ; subsequently it 
became limited, although, as the cavity could hold nearly 
twenty pints, the boundaries were fairly wide. The second 
cyst, the wall of which was very much thicker, was in all 
probability killed by the inflammation near it, for when it 
broke into the track left by the other the membrane was 
already softened and detached from the adventitia, and the 
fluid was turbid (although not purulent) and mixed with bile. 

The most interesting feature is the comparatively slight 
character of the earlier symptoms. Rupture of a hydatid 
cyst into the peritoneal cavity is usually regarded as almost 
inevitably fatal from shock, or within an hour or two from 
absorption of the hydatid poison, or later from peritonitis. 
Oyr estimates the mortality at 90 per cent. Oases of recovery 
are, however, probably not so rare as is usually believed. 
Fereol, for example {Union Meddcale, 1880), mentions one in 
which nothing more serious than a transient attack of ascites 
followed, and two others in which a cure was effected (after 
the rupture) by aspiration ; the diagnosis resting in the first 
upon the sudden and permanent disappearance of the cyst 
coincidently with an attack of urticaria, in the others upon 
the character of the fluid withdrawn. Finsen, who had a 
large experience of this affection in Iceland, where it is 
notoriously common, affirms this much more strongly, stating 
that only two out of thirteen under his own observation 
terminated fatally. It is true that some doubt has been 
thrown upon his figures, and it has been said that in Iceland 
the diagnosis of rupture is considered established whenever a 
patient who is known to suffer from hydatid disease is attacked 
by urticaria ; but even if this is admitted, it is open to question 
whether the proportion of fatal cases is as high as is usually 
represented. 

Murchison, who mentions several cases of recovery, ap- 
peared inclined to assign the difference in the gravity of the 
symptoms to the presence or absence of scolices or secondary 
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cysts in the fluid that escaped^ but probably there is a variety of 
causes. The condition of the patient is one^ though not per- 
haps the most important. In the present instance^ for 
example^ the shock caused by the rupture of the second cyst^ 
although its contents were discharged into a granulating 
sinus with a wide external orifice, and not into the peritoneal 
cavity, was infinitely more grave than that which followed 
the first. The state of the peritoneum may be another ; at 
least it seems from other facts that in different people or 
under different conditions it is affected by irritants in very 
different degree. The rapidity with which the fluid escapes 
is a third element ; and naturally, if the space into which it 
pours is a limited one, and not the general cavity, the effect 
is not likely to be so grave. All of these, however, although 
they may influence the severity of the shock, are only of 
secondary consequence so far as the later symptoms are con- 
cerned. The urticaria (which, curiously enough, does not 
appear a second time even if there is a second injection or a 
continuous escape of hydatid fluid), the fall in the blood- 
pressure, the diarrhoea, and the peritonitis can only be 
accounted for by the character of the fluid. The evidence 
with regard to this has been recently summarised by Langen- 
buch. So long as the cyst is living the fluid inside contains 
a poison (a ptomaine according to Moursson and Schlagden- 
hauffen), the quantity, or at any rate the virulence, of which 
varies with the rapidity of growth and the activity with 
which daughter-cysts are produced. During the stage of 
quiescence the fluid is almost inert, and rupture is attended 
either by a slight attack of urticaria or by no specific 
symptoms at all. If the cysts are dead the poison may be 
entirely wanting. The existence of this poison has been con- 
firmed by Brieger ; and it may be regarded as demonstrated 
clinically by Bryant^s well-known case, in which some of the 
fluid entered the portal vein, and experimentally by Humphry 
and Roy, who showed that when injected into the jugular vein 
of a dog it caused an immense fall in the blood -pressure and 
extreme slowness of the hearths action {Lancet, 1887). 

This will account for the constitutional symptoms, and for 
the different results that have been obtained by various 
observers experimenting on animals with clear hydatid fluid. 
The peritonitis, on the other hand, depends upon the secondary 
changes the cyst has undergone, and upon what may be called 
the accidents of the rupture. Ordinary hydatid fluid is 
absorbed^ and produces more or less constitutional disturb- 
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ance according to its quality and amount; if^ however^ the 
cyst is dead^and its contents are turbid with floating fragments 
of membrane ; if it is fall of daughter-cysts ; if a large amount 
of bile escapes at the same time ; above all^ if suppuration has 
taken place around, inflammation of greater or less severity 
is bound to follow. 

In this particular instance either the poison was almost 
inert or the patient must have possessed unusual power of 
resistance; but the fluid that entered the peritoneal cavity, 
the bile, fragments of membrane, immature scolices, and other 
debris were sufficiently irritating to cause an immense quantity 
of fluid to collect time after time, and this rendered further 
measures necessary. 

The choice of treatment in cases of this kind, supposing 
the patient to have rallied from the shock, is not very large. 
It is possible that some beneflt may be derived from the in- 
jection of atropine. Humphry and Roy found in the experi- 
ment already quoted that it neutralised the effects of the 
poison, raising the blood-pressure and making the heart beat 
more frequently ; and the former used it with success as a 
precautionary measure in the case of a patient who, when 
tapped upon a previous occasion, nearly died from the effect ; 
but naturally this does not prove much, and nearly always the 
action of the poison is so rapid that it is impossible to separate 
its effects from those due to the nervous shock. 

If the patient survives this, and fluid slowly accumulates 
in the abdomen without any fever or active inflammation, 
aspiration may succeed (Fereol relates two cases in which it 
did) ; but it is open to the grave objection that it gives no 
information as to whether there are any daughter-cysts present 
or not. 

If the inflammation is acute or persistent — if, that is to say, 
a large quantity of bile or liver debris, or the contents of a 
dead or suppurating hydatid, or if numbers of daughter-cysts 
are discharged into the peritoneal cavity, the only course 
that offers any prospect of cure is abdominal section. The 
present instance must be regarded as fortunate in that the 
fluid at the time of the operation was no longer diffused 
generally over the whole abdominal cavity, so that there was 
no need to wash out the peritoneum or remove the cyst, or 
stitch it to the anterior wall ; but it is impossible to say how 
far this is to be attributed to accidental causes, and how far 
to the aspiration which rendered it possible to postpone the 
final operation for upwards of four months. 
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XXTT. — Four cases of Perforation of the Appendix 
Vermiformis. By D. B. Lees, M.D. Read Feb- 
ruary 12, 1892. 

CA6X 1. Concretions in the appendix vermiformis: suppy^ 
ration : perforation : peritonitis : coffee-ground vomit : 
death. — George E., set, 27^ footman, was admitted into St. 
Mary's Hospital nnder my care, October 17, 1890. He had 
never had any previous illness, and had never suffered from 
dyspepsia. On October 15 he said that he did not feel well; 
he went ont with his master's carriage, and complained of 
cold. On the morning of the 16th he had pain in the right 
iliac fossa, which came on gradually. After this he was sicfc 
two or three times. The bowels had been regular, and were 
open again on the 17th. 

On admission his temperature was 100*4^; pulse and re- 
spiration normal. He complained of some slight abdominal 
pain, but not much. Did not look anxious. Colour good. 
Lay on his back, but the thighs were not flexed. Abdomea 
only a little distended, though the recti were tight. Distinct 
moderate tenderness over the appendix. Hot fomentations 
were applied, and ^grain of opium given every four hours. 
I first saw him the next morning, October 18. The tem- 
perature was only 99*4°, and his pulse quiet, I believe under 
100. The thighs were still not flexed, but I noticed that the 
diaphragm was motionless. The pain did not seem to be 
more acute, but it extended higher up the abdomen. I felt 
sure that he had a lesion of his appendix, with some perito- 
nitis over it, but the symptoms were so subacute that I did 
not at once seek surgical aid. Yet within twenty-four hours 
he was in a hopeless condition. At 9 p.if. he began to 
vomit, for the first time since his admission, without much 
retching or nausea. The vomit was at first dark green, but 
soon became black. An enema whicJi had been given was 
retained. During the night he brought up more than two 
pints of dark fluid like coffee-grounds, apparently by simple 
regurgitation into the mouth, spitting out a mouthful at a 
time. It was supposed to be altered blood. I saw him 
again at noon on the 19th. The character of the pulse was 
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now entirely changed ; it had risen to 140, and was feeble 
and fluttering. The abdomen was more tense, pain more 
general, tenderness in the right lumbar region more exten- 
sive. Sphincter of anus tightly contracted; rectum full of 
fluid. Temp. 99°. Mr. Page and Mr. Silcock saw him, and 
agreed that he was too ill for operation. The distension of 
the abdomen being especially marked in the epigastric 
region, a stomach-tube was passed, and at once fully two 
pints of dark fluid escaped. The stomach was then washed 
out, and ergot and ether injected hypodermically. After 
this he was much relieyed, and remained quite free from pain 
till his death six hours hiter ; he would hardly belieye that 
he was in any danger, and said he thought he would recover, 
even when his hands were cold and clammy, and his pulse 
had risen to 176. He died at 6.30 p.m., less than four days 
after the onset of pain. 

The post-mortem examination was made by Mr. Silcock 
about forty-eight hours after death. There was peritonitis 
over the greater part of the right side of the abdomen, but 
the left side was practically free from it. The appendix 
vermiformis was found below and to the left of the caecum ; 
over it there was puro-lymph, which was found to be exud- 
ing from a perforation at its extreme tip. Concretions could 
be felt within, which could be easily moved along its interior. 
On opening the appendix it was found to be dilated and 
intensely inflamed, its wall extremely congested, and the 
mucous membrane coming off in patches. It contained pus 
and several concretions, two of which were as large as a 
small pea, and four or five of the size of a hempseed. The 
C89cum and small intestine seemed normal. No blood or 
coffee-ground fluid was found in any part of the alimentary 
canal. The stomach looked a little eroded in two places near 
together, not far from the pylorus, but there was no distinct 
ulcer, and the cardiac end of the stomach was much altered 
by post-mortem digestion. The duodenum was normal. 

The smaller concretions had a glistening polished surface ; 
they were easily crushed into an earthy-looking powder. A 
section of one of the larger ones showed a white nucleus, and 
around it white spherical stratified layers. The second 
larger concretion was preserved entire; it showed smooth 
poUshing of the surface at opposite poles of a diameter, 
evidently from long-continued friction, while the rest of the 
surface was of a dull clay-colour. 

It seemed clear that these concretions must have been 
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wholly or almost wholly formed in the interior of the 
appendix itself, and that they mast have been present for a 
long time before the commencement of the fatal illness. 

Case 2. Perforation of appendix : excision : cure. — Henry 
S., 8Bt. 17, messenger in the post oflBce, was admitted into St. 
Miry's Hospital nnder my care on the evening of November 
22, 1890, and was seen by me at 10 a.m. the next day. He 
had been qaite well until November 20, when while run- 
ning to his work he felt a sudden pain in the right iliac 
region. It was not very acute, and did not make him feel 
sick or faint ; he was able to go on to his post office, and to 
make two " collections " from the street pillar boxes. But 
as the pain grew worse he had to leave his work. The 
bowels, which had been previously regular, had not been 
opened since the onset of the pain. He had also been sick 
several times, but he could not remember precisely when this 
began ; it had recurred since his admission. 

I found him lying on his back, but his thighs were not 
flexed. Face natural, no expression of pain. Abdomen dis- 
tended moderately, tympanitic all over, somewhat tender on 
pressure, but not much. When asked said he had pain, and 
pointed to the right iliac region. No lump could be felt there 
or elsewhere. Diaphragm motionless. 

Remembering the previous case, I at once sent for Mr. 
Page, and on consultation it was agreed that an operation 
was advisable. After some hours^ delay, to obtain consent, 
chloroform was administered at 4 p.m. An incision was 
made in the right linea semilunaris. The appendix was 
exposed without difficulty, and was found to have in its wall 
a ragged hole the size of a pea. Just outside this hole frag- 
ments of a concretion were discovered ; they were earthy in 
appearance, crumbled easily, and had a faecal smell. There 
were recent peritonitic adhesions in the immediate neighbour- 
hood, and a piece of small intestine was adherent to the 
appendix by recent lymph, and somewhat kinked, narrowed 
at the site of adhesion, and dilated above. There was no 
general peritonitis. A ligature was placed round the root of 
the appendix, and the distal part removed. The adherent 
intestine was set free. The peritoneal cavity was washed 
with warm boiled water and tiie wound closed by sutures, a 
drainage-tube having been inserted. 

When I saw the patient the next morning he was bappy 
and smiling. His pain had vanished, and he informed me 
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that he was now hungry, ^^ as he had not been able to eat for 
the last two or three days." 

On examination of the piece of appendix removed^ it was 
found to be of nearly normal diameter^ not acutely inflamed^ 
and not containing auy other concretion. The lumen at the 
proximal end was much smaller than the diameter of the hole 
in its wall ; it admitted easily a probe, which could be pushed 
either along to the tip or out at the ragged opening. Thus 
a direct communication had existed between the interior of 
the csecum and the peritoneal cavity. 

Mr. Page has favoured me with the following account of 
the operation and the subsequent progress of the case. " I 
had no doubt as to the propriety of operation, and the lad 
seemed in a favorable condition for it. There was marked 
rigidity in the right iliac region, and when under ansBsthetic 
a distinct deep-seated swelling was to be felt. As the linea 
semilunaris was directly over this, the abdomen was opened 
by a four-inch incision through it. Passing the finger verti- 
cally downwards the parts were found adherent together^ 
and quite in the depths there was a small quantity of puru* 
lent matter. In it were two small bodies, the remnants of 
concretion. Amongst the several adhesions one more espe- 
cially involved a coil of small intestine over an area the size 
of two postage stamps, and here the gut was unquestionably 
narrowed by kink. Adhesions freed, the appendix was 
found. It was two inches long, bent on itself, swollen and 
bright red in colour, and had a ragged hole in its wall half 
an inch from the ca3cal end. At the proximal side of this 
orifice a silk ligature was tied round the appendix, which was 
then removed. So short was the stump that it was impos- 
sible to bring it to the surface, to invaginate the end, or to 
suture peritoneum over it. The parts were cleansed by 
wiping with soft sponges, and the abdomen was flushed with 
sterilised water. A drainage-tube which reached to the site 
of the stump was passed in at the lower end of the wound. 
The lad soon rallied from the operation, and was obviously 
better the next morning. The abdomen moved in respirsr 
tion, and was less distended, and he was free from pain. 
For a week he had small doses of morphine under the skin, 
but there was no drawback to his steady progress to recovery, 
save from vomiting on the third day from having been given 
too much food, and from diarrhoea on December 10. The 
drainage-tube was removed in twenty-four hours, and all 
sutures were taken out on November 29. By the 26th No- 
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vember his evening temperatare had become normal, and his 
poise was 76 ; but on the 29th it had risen to 99*8^, becaase 
of painfnl swelling of the left parotid^ which lasted for f onr days. 
The bowels were moyed for the first time on December 6. 

''The lad was not discharged nntil January 15, becaase it 
was deemed wise to keep him at rest, so as to avoid any risk 
of hernia^ and also becaase of delay in his admission to a 
convalescent home. Otherwise he might have left a fort- 
night earlier. When seen in February he was the picture of 
health, the wound was perfectly sound, and he had had no 
pain or trouble of any kind. 

" Of the operation it may be said that it presented no 
features of special difficulty, other than those incidental to 
the presence of adhesions, and the depth of the parts from 
the surface. In it I had the invaluable help of my colleague 
Mr. Silcock." 

This patient is present for examination this evening. He 
is in perfect health, and is doing his work regularly. He 
has also taken to bicycling, and has had some severe falls, 
yet the scar of the operation is in perfect condition, and has 
not yielded in the slightest. 

Case 3. Perforation of appendix: excision : cure, — Stephen 
P., »t. 20, labourer, was admitted into St. Mary's Hospital 
on Sunday, January 3, 1892. He had been in perfect 
health until the previous Monday, December 28. Early on 
that day, while washing, he was seized with acute pain in the 
abdomen, at first referred to the umbilicus, but soon " settling 
down*' in the region of the vermiform appendix. He was 
able, however, to go out in search of work, both that day and 
the next, in spite of the continuance of the pain ; but after 
this he was obliged to take to his bed. Vomiting began on 
the Tuesday and continued on the Wednesday, and to a less 
extent on the Thursday. The bowels became very loose, and 
continued so until his admission, so that he was sent into the 
hospital with a diagnosis of typhoid fever ; but the acute 
onset of his illness made this very unlikely, and a motion 
passed after his admission was half formed and dark in colour ; 
and it was clear that he was suffering from peritonitis, for the 
abdomen was swollen, the right side more so than the left, 
and it was also very tender on gentle pressure, especially 
over the region of the vermiform appendix, where I thought 
I could dimly feel a deep swelling. The diaphragm was 
quite motionless during inspiration, but the legs were not 
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flexed on the abdomen ; and althongh^ when asked the ques- 
tion^ he said the pain was bad^ he had not the look of one 
who was suffering seyerely, and he was able to lift himself 
into a sitting posture. The pulse-rate was 96, the temperature 
99°. This was his condition wheni first saw him on the Mon- 
day afternoon. I felt certain that he had perforation of the 
appendix, and that immediate exploration was necessary. 
Mr. Silcock kindly saw him with me, and concurred both in 
the diagnosis and in the decision as to treatment. The con- 
sent of the patient and of his mother having been obtained, 
the operation was undertaken the same evening. Ether was 
administered at first, but it was soon exchanged for chloro- 
form on account of the straining. 

Mr. Silcock made an incision about 2 inches long in the 
right linea semilunaris, the skin having been previously care- 
fully cleansed and washed with solution of perchloride of 
mercury (1 in 1000). When the peritoneum was opened the 
caecum came into view, with a deeply congested piece of 
omentum adherent to it. This having been carefully detached 
some pus escaped, but nothing could be seen of the appendix. 
After a careful search it was discovered behind the caecum, 
and adherent to it and to the parts around. After some 
diflSculty Mr. Silcock succeeded in isolating it, and discovered 
a hole in its wall, through which a probe passed easily into 
its interior. A ligature was passed around the appendix as 
low down as possible, and it was then cut away ; the con- 
gested piece of omentum was also cut away, the mesentery 
having been secured by three ligatures. There was a good 
deal of capillary oozing from the adhesions around the ap- 
pendix, but this was arrested without much difficulty. An 
india-rubber drainage-tube was inserted, and the wound 
closed in the rest of its length by deep sutures passing 
through the peritoneum and the abdominal wall. 

On examining the piece of appendix removed two sepa- 
rate holes were found in its wall, each of which would have 
allowed a pea to pass through. No concretion was dis- 
covered. The lumen of the appendix was not dilated, and 
there was no purulent inflammation of its interior. 

The patient made an uninterrupted recovery. He is now 
at a convalescent home. 

Case 4. Faecal abscess over the appendix : operation : cure. — 
John W., set. 18, footman, was admitted into St. Mary^s 
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Hospital Febraary 5^ 1892^ at two o'clock^ and I saw him 
four honrs later. 

He had been qaite well nntil three days before. On 
Tuesday^ the 2nd^ about half-past seven^ while waiting at 
table^ he felt a sadden sharp pain across his abdomen. Four 
honrs later vomiting' came on, and was repeated several 
times. During the two following days the vomiting recurred, 
and there was much pain in the right iliac fossa. On the 
day of his admission he had not been sick, and his pain was 
no worse. 

There was a distinct swelling above the middle of Pou- 
part's ligament on the right side and to the inner side of this 
point. It was painful and very tender. By careful handling 
I felt a deep-seated rounded tense swelling at the position of 
greatest tenderness. The action of the diaphragm was not 
entirely absent, but it was certainly feeble. 

At nine o'clock the same evening ether was administered, 
chloroform being afterwards substituted for it. Mr. Page 
made a vertical incision over the most prominent part of the 
swelling. Immediately the peritoneum was opened there was 
a flow of stinking pus having a strong faecal odour. This 
was washed away by irrigation, but more pus of the same 
kind came up from the depths of the wound, and the irriga- 
tion had to be twice repeated. The appendix was felt in the 
immediate neighbourhood of the wound, but it was so firmly 
adherent to the parts around that it was impossible to remove 
it, or even to ascertain whether there was a perforation in its 
wall. Beyond it the abscess was bounded by strong adhesions, 
which shut it off from the general cavity of the peritoneum. 

No attempt was therefore made to remove the appendix. 
The abscess cavity was thoroughly washed out with solution 
of perchloride of mercury and dusted with iodoform; a 
drainage-tube was then inserted, and the rest of the wound 
closed in the ordinary way. 

Next morning the patient was almost absolutely free from 
pain ; his temperature had fallen two degrees, and his pulse- 
rate had diminished from 120 to 96. 

A week has now passed since the operation, and his pro- 
gress has been completely satisfactory. For the first two or 
three days the discharge had a fsBcal odour. On the fifth day 
a small concretion made its appearance while the wound was 
being dressed. It is of about the size and shape of a grain 
of wheat, is firm and clay-coloured, and had a distinctly 
f 89cal odour. 
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Remarks, — In the first of these four cases the vermiform 
appendix contained several concretions, evidently of old 
standing, which had at last caused acute inflammation of the 
appendix, the pus having made its way through the tip of the 
organ into the peritoneal cavity, where it had caused a diffuse 
peritonitis. 

In the second case two fragments of a concretion were 
found just outside a hole in the wall of the appendix, and in 
the immediate neighbourhood were recent adhesions, some of 
which involved and kinked a piece of small intestine. 

In the third case there were two holes in the appendix 
and rather firm adhesions, but no concretions were found ; 
they had no doubt been disintegrated. 

In the fourth there was a faecal abscess around the 
appendix, with remarkably strong adhesions considering the 
short duration of the case. There can be no doubt that a 
perforation of the appendix existed, though it was not possible 
to demonstrate it. Here also no concretion was found at the 
time of operation, but one escaped from the wound five days 
later. 

It is clear^ I think, that all these cases were of the same 
nature, and it is worth while to point oat that they all occurred 
in the same sex and at about the same age — in young men of 27, 
17, 20, and 18 ; and in the oldest of these the concretions had 
evidently been present for a considerable time. Can any one 
explain why it is that young men of from 17 to 25 are specially 
liable to the formation of these concretions and to their 
disastrous consequences ? 

It is clear from these cases that perforation of the appendix 
does not necessarily give rise to symptoms of collapse, and 
that the patient may even be able to continue at his work in 
spite of the fact that a direct communication has been formed 
between the interior of the caecum and the cavity of the peri- 
toneum. The pain and tenderness may be so comparatively 
slight, and the peritonitis so subacute, as to make it appear 
that operative interference is hardly justifiable. Yet my first 
case proved that even under such circumstances a delay of a 
few hours may be fatal. Warned by this experience, I 
advised immediate operation in the other three cases, although 
in the second and third the symptoms of peritonitis were so 
comparatively mild as apparently to warrant delay. 

It may perhaps be said that these two cases might have 
recovered without operation, and this is of course possible. 
But my first case proves that the risks are great. There may 
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be acute suppuration and no adhesions at all^ or the adhesions 
may prove insufficient to prevent the spread of the inflamma- 
tion to the peritoneum generally. And if the adhesions are 
strong enough for this they may do harm in another way^ by 
fixing a coil of small intestine^ as had already occurred in my 
second case^ and so causing some day a fatal obstruction of 
the bowels. 

In the fourth case the local symptoms were more distinct^ 
and there can^ I imagine^ be no question as to the propriety of 
making a free opening into a collection of stinking pus^ 
especially in the immediate neighbourhood of the peritoneum. 

The relief afforded by the operation in each instance was 
most striking ; immediate freedom from pain and uninter- 
rupted recovery occurred in all. 

But I do not wish to be understood to recommend imme- 
diate operation in all cases in which there is pain and swelling 
in the region of the appendix. I have seen several examples 
of a local inflammation in this position in which a distinct 
tense swelling could be felt, but where there was no, or very 
trifling, evidence of peritonitis, in which rapid improvement, 
great relief from pain and tenderness, and early and pro- 
gressive diminution of the swelling have followed the appli- 
cation of an ice-bag. Such cases, however, are prone to 
relapse, often before many months have passed away ; and 
after the occurrence of three or four such relapses it may be 
highly advisable to consider whether removal of the appendix 
is not desirable. One such instance, in which ice gave great 
relief on two occasions, but in which a thickened appendix was 
afterwards excised, will be related by my colleague Mr. Page 
this evening. 

Lastly, I wish to draw attention to the black vomit 
observed in my first case, and to seek information from the 
members of this Society as to its causation and the conditions 
in which it has been found to occur. 
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XXIII. — A case of Acute Appendicitis : removal of 
appendix in the twelfth week : prolonged suppuration : 
recovery. By Herbert W. Page. Bead February 
12, 1892. 

A MAN aet. 23, who had never had any illness in his life, 
and whose family history was not less good, was ad- 
mitted to St. Mary^s Hospital under the care of Dr. Cheadle 
on February 6, 1890. Five weeks before that date, on the 
morning after an exceptionally hearty and late supper, he 
had such abdominal pain that he was obliged to stay in bed. 
He was better in a couple of days, and resumed his work as 
a slater ; but after ten days more the pain returned, and he 
was seized with vomiting. He took to bed again, and during 
the three weeks he was confined to it the vomiting continued, 
until three days before admission, when it ceased and gave 
place to diarrhoea. The vomiting had never been profuse or 
at all stercoraceous. The medical notes record that on ad- 
mission his temperature was 100° F., and his abdomen was 
somewhat distended ; that in the right iliac fossa there was a 
well-defined and tender swelling, which reached over towards 
the middle line ; that his right thigh was slightly flexed ; and 
that he looked pale, emaciated, and ill. After the local ab- 
straction of blood by leeches and hot fomentations his pain 
was less, the vomiting became infrequent, and the diarrhoea 
was checked by opium. His temperature stood about the 
same height until the 17th, when without obvious reason it 
went up to 103° F. This was the beginning of an attack, as 
it was supposed, of more general peritonitis, for he had more 
abdominal distension and pain, and the respiration was de- 
cidedly thoracic. The attack passed away, however, and on 
the 26th his temperature had fallen to normal; but it was 
noticeable now that his thigh was much more flexed than 
formerly. For six days the temperature hovered between 
98° and 100°, and he was generally easier ; but after the 3rd 
March its tendency was higher, and in every respect, as to 
pain, tenderness, flexion of the thigh, and emaciation he was 
daily going downhill. He was transferred to my wards on 
March 23, it being then believed that there was local inflam- 
matory mischief in connection with the appendix, which was 
capable of surgical relief. There was no evidence of hip or 
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spinal disease^ but there was a large resistent mass in the 
right iliac fossa^ and the thigh was acutely flexed on the 
pelvis. The man was extremely ill, wasted almost to a 
shadow, and apparently a most unfavourable case for operative 
interference. This, however, alone seemed now to give him 
any chance of life, and accordingly on March 24 the abdo- 
minal cavity was entered over the aforesaid swelling by an 
incision as for iliac ligature. Difficulties now arose, and 
were very considerable, for all the parts were closely matted 
together by inflammatory adhesions. Firmly fixed in this 
iliac fossa was a mass of omentum, which felt as if it had 
something solid within its meshes. It presented itself as the 
adherent extremity of a thick band of omentum, which came 
down from the direction of the umbilicus. I carefully un- 
ravelled it, and in the middle of it was found the vermiform 
appendix, 3 inches long, bent on itself, and so tense, swollen, 
and oedematous as to be of the size of one^s little finger. A 
quarter of an inch from the C89cum the swollen appearance ended, 
and the appendix at this point was natural and of natural 
size. At this site a silk ligature was tied round it, and it 
was cut off. I found it quite impossible to involute the 
stump and suture the opposed peritoneal surfaces, and I had 
to be content to leave it as it was. This omental lump, with 
the swollen appendix in the middle of it, was not, however, 
the only cause of the swelling which had been felt, for imme- 
diately below it, in the subperitoneal tissues, between it and 
the iliac fascia, was a large, presumably inflammatory mass. 
It did not fluctuate, and I deemed it wiser in the circum- 
stances to leave it alone, thinking there might be a chance of 
its absorption, and that it was better to avoid the risk of its 
contamination by exploratory puncture, or that of the perito- 
neal cavity by the then evacuation of an abscess. The wound 
was cleansed and closed in the ordinary way. There had been 
no cause for peritoneal flushing. A large drainage-tube was 
inserted. 

Examination of the amputated appendix, which collapsed 
after removal, showed all its coats to be thick and tough. 
At the place of ligature there was an obvious constriction, 
and, although neither scar nor ulceration were found, it 
iseemed highly probable that there had been some previous 
injury to it and cicatricial narrowing at this point. There 
was no concretion. 

The man bore the operation better than had been expected^ 
and for several days showed distinct signs of improvement, 
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was freer from discomfort^ aad ate better; and when the 
satnres were removed on March 30 the wound was found to 
be united in its deeper parts^ the track of the drainage-tube 
alone excepted. His temperature^ however, stiU kept up^ 
and I feared that trouble was impending with the inflamma- 
tory mass, both because of the continuing fever and from lii& 
inability to move his thigh any better than before. 

Our fears were soon realised, for on April 4 pus was 
noticed to be issning from the orifice where the drainage- 
tube had been. The pus was highly offensive, but not fsBcu- 
lent ; and it may be said, once for all, that there never was 
reason to think that the stump of the appendix had not been 
sealed and closed. This pus, which began to flow on April 4, 
was merely the prelude to a long period of profuse and ex- 
hausting suppuration. The offensive odour soon disappeared 
after we hsid irrigated and drained, but the pus burrowed 
here and burrowed there, inwards towards the pelvis, down- 
wards beneath Poupart's ligament, backwards over the 
pelvic brim ; and a very difficult matter it was to drain the 
cavity. Caution was essential in exploring so close to the 
peritoneum, and on three several occasions — on April 22, 
May 6, and July 9 — it was necessary to anaesthetise him, to- 
make incisions and insert drainage-tubes. But after the last 
day named the pus, which had been flowing in rivers, satu- 
rating the dressings through and through, began to lessen > 
and I find in the notes on July 18 that he was making {h*o- 
gress by leaps and bounds. Then also his flexed thigh began 
to come down ; and when I returned to the hospital at the 
end of September I found him walking about, stout and well. 
He left the hospital for the country on October 3, his sinuses 
not absolutely closed, but healing and practically free from 
discharge. When I saw him early in February, 1891, he wa& 
in excellent health, working hard as a labourer ; but two of 
the sinuses were still open, with very slight discharge. 

I bring this case forward as an example of extra-pen^ 
toneal abscess in association with appendicitis, and to illus* 
trate the dangers which may arise, even where there has been 
no perforation of the appendix ; and I shall use it as a text 
for advocating early operation in cases of the kind. While 
perforative appendicitis is commonly the most urg^itly 
serious conditicm with which we may have to deal, in tiiat 
general fatal peritonitis is so prone to ensue, it is certain that 
oth^* forms of appendicitis th^ those originated by concretion 
may occasionally give rise to very alarming and dangerous 
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symptoms. The state of the appendix met with in this 
instance has been noted by Mr. Treves, Mr. Greig Smith, Dr. 
MacBumey, and. others, and is probably due to the occlnsion 
of the Inmen of the appendix, either by kink or adhesion, and 
the collection in its distal part of an increasing quantity of 
its own mucus, or even of pns. It becomes tightly distended 
and enlarged, and immediately collapses after it has been 
opened. At any rate, when thus affected, it acts as a foreign 
body, and sets np inflammation in the neighbouring perito- 
neum, and it is doubtless a not uncommon cause of '* relaps- 
ing'* appendicitis. Suppuration is in the end to be feared ; 
and although it is very true that many cases of appendicitis 
recover without surgical interference, I am nevertheless of 
opinion that when the symptoms are severe, and when a dis- 
tmct local swelling is to be felt, whether per recttmi or through 
the abdominal wall, the right course — the one which I should 
prefer to have adopted in my own person-— is to open the 
abdomen. I believe that in this very case an operation in the 
early stage of the man's attack would have saved him from 
his nine months of illness and peril, not by killing him, but by 
speedily restoring him to health. It would have taken a 
quarter of the time, and all suppuration would have been 
avoided. That removal of the appendix is to be the one and 
only treatment in all cases of appendicitis is of course un- 
tenable, and it will be a grievous misfortune if surgeons run 
into the extreme of operating in all cases — an extreme entirely 
opposite to that which was the invariable custom not long 
ago. 

In every case, however, that comes before them these 
questions have to be asked : Are the symptoms due to some 
temporary cause which can be removed by a purge ? Are 
they likely to subside, after the unaided efforts of nature have 
sufficed to shut off the appendix from further mischief by 
"adhesive inflammation"? Is suppuration going to follow, 
and where will the pus make its way ? Has there been per- 
foration, and what are the risks of fatal peritonitis ? An 
answer to them is usually most difficult, and may be even im- 
possible — a circumstance which clearly must have great weight 
in coming to a decision as to operative interference. That we 
have to do with some form of appendicitis may be settled with 
comparative eaae, but I know no means of telling its exact 
natureor of foretelling what will be thecourseof any given case. 
We are thus thrown back on the present character and severity 
of the symptoms, which, together with the existence of local 
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swelling aad tenderness^ are the only goides we have. The 
seventy of the symptoms is^ in other words^ the measnre of 
the urgency of the need for operation. 

There are, of course, many objections to operating upon 
and to the exposure of acutely inflamed tissues, but considering 
that the grade of severity of the inflammation is largely 
determined by the nature of the exciting cause, I hardly see 
how we can allow the inflamed condition of the tissues to be 
a bar to operation, for when the inflammation is greatest, then 
is the danger of delay the greatest also, and operation is the 
most urgently demanded. No operation for the relief of 
appendicitis can ever be a simple matter, but the records of 
cases seem to show that exploration and release of the ap- 
pendix are easier in the early stage of the mischief than when 
adhesions have firmly matted the parts together. I feel sure 
it would have been so in this case. It is different in relapsing 
appendicitis, when ordinary prudence would dictate the 
advisability of operating in a time of quiescence, rather than 
during an attack of active inflammation. Relapsing appen- 
dicitis, however, is destined in all probability to become much 
less common than it is. 

In such a case as that which I have related to-night I can 
quite believe that the early symptoms were not of such an 
urgent nature as to raise the question of operation; but 
which is the greater risk for the patient, early operation at a 
time when the secondary pathological changes are few and 
slight, or operation after the formation of a large inflamma- 
tory mass, when the leg has become acutely flexed, he is 
emaciated by suffering and prolonged high temperature, and 
is in a condition little fitted to bear any surgical procedure ? 
There is to my mind only one answer, and if it be said that 
notwithstanding the gravity of his symptoms this patient 
passed through them, I venture to think that he did so at &r 
greater risk to his life than early exploration and removal of 
the cause of his trouble could have entailed. 

I shall presently relate, in conjunction with Dr. Lees^ a 
case in which the very early removal of a perforated appendix 
was immediately followed by the happiest results, and a like 
experience has befallen MacBumey, Stimson, and others. 
MacBumey* records eleven cases of operation in the earliest 
stages of acute appendicitis with only one death, which in all 

• New Torh Medical Jowmdl, 1889, p. 676, ** Experience with Early Ope- 
ratiTe Interference in Cases of Disease of the Venuiform Appendix," by C. 
MacBnmey, M.D. 
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probability was due to nnreleased adhesion^ the result of an 
untreated attack some months before^ the formation of which 
adhesion would presumably have been prevented by operation 
at that time ; and Stimson^^ in recording a series of twenty- 
one cases in the course of twelve months^ speaks of ''five 
operations in the early and doubtful stage without a deaths 
and even without a moment's anxiety beyond that which 
belonged to the taking of the step/' 

I do not know what is the general practice of hospitals at 
this time with reference to the admission of cases of appen- 
dicitis. Formerly^ as we know^ all so-called abdominal cases 
of whatever kind went into the medical wards^ and doubtless 
were happily saved from the surgery of pre-aseptic days^ but 
now that the whole aspect of abdominal surgery has changed 
I shall have with me the opinion of all surgeons and of not a 
few physicians when I say that cases with symptoms indica- 
tive of acute intra-abdominal mischief ought to be^ as they are 
ab initio, surgical, not medical. It should be almost a matter 
of routine to examine upon admission to hospital all such cases 
under anaesthetic, that in cases of acute appendicitis we may 
then and there determine whether there is or is not any local 
swelling. The presence of a definite swelling in cases of 
suspected appendicitis would be a guide to the surgeon not 
lightly to be regarded, should the onset, progress, and gravity 
oi the symptoms point to serious and imminent danger 
which operation alone might be able to avert or remove. 

* New Tori Medical Journal, Oct. 25, 1890, p. 450, "A Contribation to the 
Study of Appendicitis," by Lewis A. Stimson. 



150 Mr. Page's Cctse of Relapsing Appendicitis. 



XXIV. — A case of Relapsing Appendicitis : removal of 
kinked appendix : recovery. By Hbbbbbt W. Paob. 
Read February 12, 1892. 

THE history of this case may be told in a few words. It is 
an example of the repeated disturbances which may be 
due to simple kink of the appendix without ulceration or 
perforation. 

A medical student^ e&t. 28^ had a first attack of sudden 
and severe abdominal^ chiefly right iliac, pain in May^ 1885. 
It was associated with vomiting. He was in bed for a 
mouthy treated by opium, hot fomentations, and light food. 
He remained quite well until the end of September, 1886, 
when he had a sudden attack like the first, but certainly 
more severe. He was treated in the same way, and was in 
bed for at least six weeks. 

His third attack, like the first in its onset and symptoms, 
began at the end of June, 1890. He was now seen by Dr 
LtS, who had him removed from his lodgings to St. Mary's 
Hospital. A distinct lump with abrupt margins was then to 
be felt in the right iliac fossa, exquisitely tender to the touch, 
and reaching from the crest of the ilium almost to the middle 
line. Opium was given by the mouth, and an ice-bag was 
applied over the swellings which gradually became smaller 
and smaller, until at the end of three weeks it had entirely 
disappeared. This time he was in bed for five weeks. 

The fourth and much milder seizure was in the following 
November, when he stayed in bed for a fortnight and did not 
have any doctor to see him. His symptoms were of the same 
character as those of the three previous attacks. 

The fifth relapse was at the end of August of this year 
1891, and it has to be recorded that since the fourth attack^ 
ten months before, he had never felt quite comfortable, and 
occasionally had had distinct pain in the iliac region. This 
last attack began suddenly while he was out walking, on 
September 1. He was rather better after a night's rest, 
but about midday on September 2 he was seized with 
vomiting and violent abdominal para. Again he was moved 
to St. Mary's, again a lump was to be felt in the same place 
as before^ and once more after opium internally^ and ice out- 
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side for a period of three weeks, the swelling almost disap- 
peared. IVo days went by and he was not so well^ and the 
ice*bag was applied for another week. The Inmp in the iliac 
fossa nad again appeared ; bnt presently it began to subside^ 
and what was left of it was a more limited induration^ of the 
size and shape of the middle finger, and reaching from a 
point one inch and a half internal to the anterior snpenor 
spine of the iliam downwards and inwards towards the centre 
of Poupart*s ligament. It was thought that this might pos- 
sibly be the appendix itself. When first admitted to the 
hospital on September 2 the temperature was as high as 
101 P. It remained for a week at 100°, but afterwards 
became, and continued, normal. All along he had been 
taking opium by the mouth. 

Dr. Broadbent and Dr. Lees saw him in consultation with 
Dr. Luff at the end of September, with a view to the ques- 
tion of surgical interference. He was himself most wishful 
to submit to operation, which held out a reasonable hope of 
freeing him from the dangers and inconveniences of recur- 
rent attacks such as he had had. Accordingly he was trans- 
ferred to my care on October 5. The moment seemed a 
favourable one for operation, for his temperature was normal, 
the swelling, pain, and tenderness were decidedly less, and in 
himself he was cheerful and well. The only thing troubling 
him was occasional diarrhoea, which alternated with consti- 
pation. A lump was distinctly to be felt at the spot named, 
but it was smaller than it had been ten days before. (The 
opium was withheld for two days before the operation.) 

The abdomen was opened on October 7 by an incision four 
inches long, from a point an inch above and internal to the 
anterior superior spine, downwards and forwards towards, 
but not quite up to, the middle of Poupart's ligament. The 
incision was purposely made at a position slightly external to 
the lump which had been felt through the wall. There were 
no adhesions at this place, but internal to the lower extremity 
of the incision the omentum was gathered into a mass, and 
was adherent to the abdominal wall. In all probability this, 
and not the appendix, was the lump which had been felt. 
Here also some coils of small intestine were lightly adherent 
together. These were freed from each other, held out of the 
way, and the csecum was found immediately beneath the 
centre of the incision. The appendix soon came into view, 
and its appearance and shape at once indicated the source of 
the attacks. Three inches and a half in length, it was bound 
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to the caecum from end to end by tolerably firm adhesions, 
and at a point near its apex to a coil also of neighbonring 
small intestine, and to the omental mass already named. 
Three quarters of an inch from its origin it was sharply 
kinked, and beyond this spot its walls were obviously thick 
and swollen. Having freed it with the scalpel, a silk liga- 
ture was tied round it near its base, and it was cut off. The 
exposed mucous surface was scraped and soaked with per- 
chloride solution, but in other respects the stump was left as 
it was, and no attempt was made to cover it. The adhesions 
had bled rather freely, and one ligature had to be used. The 
wound having been cleansed, and wiped as dry as possible, 
was closed without drainage-tube. The dressings were 
changed in a week, and again as occasion required. An 
uninterrupted recovery followed, without pain or rise of tem- 
perature. He was up at the end of four weeks, his bowels 
acting properly, and without any restrictions as to diet. He 
left the hospital on November 11th. 

The removed appendix showed very clearly that kink, and 
kink alone, had been the cause of his attacks of appendicitis. 
There had never been perforation, and there were no signs 
of ulceration; but at one point, for some reason or other, 
possibly congenital formation, the appendix was sharply bent 
upon itself. Accidental circumstances no doubt determined 
the occasional blocking of it at this place. Forthwith mucus 
and perhaps fsecal matter collected in the part beyond, 
inflammation ensued with distension of the appendix, and 
with swelling and thickening of its walls. The profound 
local disturbance in the next place caused the general sym- 
ptoms, the vomiting, the diarrhoea, the intense pain. Pro- 
tective adhesions formed, with a vast amount of inflammatory 
lymph, but there was never any pus. 

So long as the kink remained the patient must have been 
liable to a recurrence of the attacks, and in any one of them 
the results might have been far more serious by reason of 
the inflammation running on to gangrene. Nothing short of 
operative measures could ever have undone the kink, and it 
is pretty confidently to be expected that removal of the dis- 
eased appendix will prove to have been the means of having 
freed him finally from the risks to which he was always 
exposed. 
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Analysis hyMr. L, Rogers, House Physician, of 14 Causes 
collected from the Medical Journals in which Operations 
were performed. 

During the first attack of an acute character ... 3 

acute stage of third attack 1 

quiescent period in recurrent cases . . .10 






Total . . 14 

In the acute cases a concretion was found in a perforated appendix in 2 
„ t, a gangrenous appendix in 1 

In the recurrent cases concretions were found in . . . .2 
„ „ an abscess or mucus distending the appendix in 7 

Of the 11 recurrent cases there had been 2 attacks in . 3 cases. 

3 4, * 

>» » »» ^ >» • ** »> 

>» »> » ^^ »> • *■ case. 

Total . 11 cases. 

The appendix was removed in all the acute cases, with recovery. 

„ „ 9 of the recurrent cases, with recovery. 

„ drained in 1 „ „ „ 

Thus every case recovered. 

An Analysis of 100 consecutive Cases of Typhlitis from the 
records of St, Mary*s Hospital from 1879 to 1890. 

Recovered . 82 Fatal . 18 

There were recurrent attacks in 18, spread over a time 
varying from five months to eight years. 



All cases 
Fatal cases 



Of these there were 2 attacks 
»t >» 3 „ 
„ „ frequent 


t in 

• • 

attacks in . 

Total 

Sex, 


. 13 
. 3 
. 2 

. 18 




All cases .... 
Fatal cases 
Recurrent attacks . 


Male. 
60 
11 
10 


Female. 
40 
7 
8 

Tears 
, 41— SO. 
. 4 
. 
2 . 




Up to Tears 
10 years. 11—80. 
. 6 . 42 . 
es . . X . / . 
t attacks. 1.3. 


TeaiB Tean 
81-80. 81-40. 

37 . 7 
7 . 1 
7 . 4 


Tears 
over 50 

, 4 

2 

. 1 
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DurtUion of lUneu, 



All cases . 
Fatal cases . 
Cases in which abscess 
formed . 



3 week! or 
xmitt. 

37 

13 



SwcekBto 

iBMBlh. 

29 
1 



ItoS 
■Mmflis. 

29 

1 



Orert 



6 
3 

3 



In 40 cases a history of a predisposing cause was recorded 
thus : 



History of a distinct chill in 

preyioas local injury in . . . 
heavy meal or of some error of diet in 
constipation for some days before in . 
diarrhoea 



a 



99 



99 



>» 



Total. 



11 
8 

17 
3 
1 

40 



An abscess formed in 7 cases ; of these 4 were fatal^ 3 re- 
covered. 



Post-mortem records of 15 causes. 

Perforation of the appendix was found in • . .12 

Concretions were present in 10 

General peritonitis was present in 12 

The appendix was gangrenous in . . . .10 

An abscess was found in the tip of the appendix in . 1 
A localised abscess around the appendix in . . .3 

Operations. — In two of these abdominal section was per- 
formed under the supposition that internal obstmction was 
present; the condition was not recognised^ and both died. 
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XXV. — An unusual case of Sloughing of the Vermiform 
Appendix. By Stephen Paget. Read February 
12, 1892. 

JS.^ 89t. 39^ horse^keeper ; moderate drinker ; good Health, 
• save for rheamatic fever six years ago ; bowels always 
regular ; had never suffered from constipation or any other 
trouble of the bowels. On July 22 he awoke with severe 
pain in the abdomen, which was at first diffused all over the 
abdomen, but then settled in the right iliac fossa. He 
vomited once or twice, but not after the first thirty-six hours. 
The pain in the right iliac fossa remained, and he was tender 
there. The bowels acted daily ; the motions were properly 
formed, and there was no blood in them. 

On the ninth day, July 31, he was admitted to the West 
London Hospital under the care of Dr. Ball. Tongue moist, 
thin yellow fur far back on it. Pulse 60, regular. Soft 
systolic murmur. Abdomen rigid, but not distended. In the 
right iliac fossa a distinct swelling, acutely tender ; resonance 
over the swelling impaired. 

August 1. — Swelling a little larger. 

August 2 and 3. — Swelling not quite so tender. Bowels 
well open with enema, motions healthy. 

August 4. — Pain severe. Lower part of the abdomen 
immoveable and slightly swollen. Deep, well-defined rounded 
swelling in right iliac fossa, very tender. There was very acute 
tenderness at " MacBumey's point,'' that is to say, a point 
1^ or 2 inches along a line from the right anterior superior 
spine to the umbilicus. There was well-marked dulness over 
the swelling ; the skin was not oedematous over it, but there 
was a doughy feel about the subcutaneous tissue. The 
temperature was 100*4°. 

On August 4 Dr. Ball kindly asked me to see the case, 
and I made an incision over the swelling. The loose connec- 
tive tissue was full of serous fluid. The abscess, in a thick 
capsule, lay immediately beneath the transversalis fascia. I 
passed an exploring syringe into it first, and then made a 
free crucial incision. Three or four ounces of thick offensive 
pus escaped ; and, with the pus, came the appendix, having 
sloughed off at the base. It floated out with the pus. There 
was a small perforation at its apex, but I found no concretion 
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in the abscess cayity^ nor at anj time afterwards in tlie 
dressings. I washed ont the abscess^ and put in a large tube. 
It healed rapidly^ the tube was left out on the fifth day^ and 
the man has had no further trouble. 
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XXVI. — Pachymeningitis Htjemorrhagica Interna treated 
by Trephining. By Stanley Boyd. Bead February 
26, 1892. 

THE following case was under the care of Mr. Johnstone 
Harris^ of Leighton Bozzard^ and to him I am indebted 
for an excellent history of the case up to the date of opera- 
tion^ and for notes of the after treatment and progress. I 
have had the advantage also of reading the notes of my col- 
league^ Dr. Mitchell Bruce, who saw the patient a few days 
before operation became necessary. 

M. J. T., aat. 40{-J, an innkeeper, accustomed to live 
freely, fell from his horse on March 31, 1891. He seemed 
stunned, and was lifted into a passing cart. On reaching 
home, twenty minutes later, he was conscious, told how the 
accident happened, walked upstairs to bed, and went to sleep. 
When seen by Mr. Harris, about two hours later, he was 
quite conscious, but somewhat dazed; there was a diffuse 
swelling over the left side of the head and forehead, but the 
skin was unbroken ; he had a good deal of pain over this side 
of the head. Mr. Harris kept him in bed for a fortnight, 
during which time headache was the chief trouble ; he then 
got up and did nothing for a week, and finally returned to 
business about April 21. He evidently believed himself well, 
for he then accepted a small compensation from an accident 
insurance company; but it seems that, although he went 
about as usual from this time up to June 18, he had not his 
usual energy, and at various times he complained of headache. 
About June 18, seven weeks after his supposed complete re- 
covery, he had more headache, and his writing was noticed 
to be bad ; he could neither carve nor button his coat ; with 
his eyes shut he showed an inclination to walk to the right, 
and he could not put a finger of his right hand into his 
mouth. From the time of the accident he had lost all sense 
of smell (which ''had never been good*') and all sexual 
power. The abpve symptoms increased, and, on June 22, 
Mr. Harris brought the patient up to see Dr. Mitchell Bruce. 
He was feeling " very 01.'' On the way up he made stupid 
remarks for the first time, and laughed without reason. Dr. 
Bruce noted that T. was sallow, confused and dull. He had 
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no pain^ and no tender spot could be found upon the head. 
All movements of the right arm could be performed, but they 
were weak ; tactile sensation of the limb was normal. He 
walked fairly^ but said he could not go upstairs well with the 
right leg. The knee-jerk on this Bide was sharper than on 
the left ; smell was lost ; sight good (read smallest Snellen), 
and discs normal ; pupils ordinary, symmetrical, reacting to 
light and accommodation. Taste normal (the patient said). 
Nothing abnormal noted as to the other cranial nerves* 
Writing very bad. Memory bad for recent events. 

Dr. Bruce's diagnosis was injury of left motor area, chiefly 
of arm centre. Exact lesion, scar contraction (?) . 

Treatment, — Low diet, no alcohol, absolute rest, calomel, 
iodide and bromide of potassium. 

Mr. Harris's farther notes state that the paresis gradually 
increased. On June 25 the right arm was s^most completely 
paralysed and the right leg was weak. There was some 
rigidity of both these limbs. The right eye was congested, 
the pupil contracted, the lid drooping. He had now severe 
pain over the upper end of the left fissure of Bolando, in- 
creased by pressure. He was drowsy, and the drowsiness 
increased until on the 28th he became almost comatose, and on 
that date the leg was completely paralysed. Mr. Harris bad 
suggested trephining on the 27th, but I did not see the 
patient until the afternoon of the 28th. He then lay almost 
insensible, and the nurse said that the unconsciousness had 
distinctly deepened within the last half-hour, Mr. Harris 
and she agreed that the insensibility was deepening rapidly. 
Pressure over the left Bolandic area caused movements of the 
left limbs, groans, and facial contractions; but the rigJU 
limbs never moved. The skin was hot, the face red, the 
pulse rather quick and full, the breathing accompanied by 
puffing of the lips and slight stertor. 

The temperature on the 27th had varied from 99° to 102°, 
and was 99*4° on the morning of the 28th. The diagnosis 
now was that an abscess was forming about the right arm 
centre^ and we made preparations to trephine as quickly as 
possible. The head was shaved, and the patient showed in 
many ways that the operation was unpleasant to him ; conse- 
quently, after the scalp had been well scrubbed with soap 
and water and 1 : 500 mercuric lotion, Mr. Pratt gave chloro- 
form. With Mr. Harris assisting, I turned down a large flap 
on the left side of the head and removed a |-inch disc of bone 
over about the middle of the Bolandic fissure^ the skull beiog 
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thin and soft. The point at which the trephine was applied 
showed a transversely running cracky which I took to be the 
remains of a fissured fracture ; but I have since thought that 
it may have been due to imperfect blending of two centres in 
this particular parietal.'^ On getting out the first disc the 
dura bulged^ and was motionless, I removed a second disc 
inmiediately behind the firsts and then cut off a corner^ making 
a hole rather larger than half a crown. I then turned down 
a flap of dura mater^ the deep surface of which was adherent ; 
but it stripped off easily^ leaving exposed a slightly bulging, 
motionless, greyish-yeUow surface^ which I took to be the 
surface of the brain with pus beneath it ; but it required a 
distinct amount of force to send the knife through this layer^ 
and when an opening was made about 4 oz. of dark red, clear 
fluid escaped ; evidently a cystic clot had been opened. The 
escape of the fluid caused absolutely no change in the sym- 
ptoms. A tube was placed in the cavity of the clot, and 
brought out through a hole in the scalp ; the dund and cutane- 
ous flaps were fixed in position by sutures, and a mercuro-zincic 
cyanide dressing was applied. The patient was put back to 
bed about 6.30 p.ic, apparently moi'e deeply comatose than at 
the start. He was in the same condition at 9 p.k., and I 
thought he would almost certainly die. We agreed to give 
some croton oil. When Mr. Harris forced the teeth open at 
11 p.K. to place the oil upon the patient's tongue he seemed 
to awake, and said, '^ Good evening, doctor," and immediately 
went off again. During the night he roused up, and talked 
incessantly. The slow recovery of consciousness may per- 
haps have been due to rigidity of the cyst-wall preventing 
expansion of the brain. 

Next day (Monday, June 29) he seemed better, and could 
move both arm and leg : the discharges came through the 
dressing, which was therefore changed in the evening j the 
wound looked well, and there had been a good deal of bloody 
oozing. He had no sleep on the Monday night, was delirious, 
and was kept in bed with difficulty ; at the dressing on Tuesday 
there was much less discharge from the wound. The tempers^ 
tore in the evening rose to 101^. On the Wednesday, Thurs- 
day, and Friday (July 1 — 3) marked delirium continued, but 
more and more sleep was obtained, and the temperature rose 
but little above normal (99*4^ twice) after the Ist. The cha- 

* The dkes were shown mt the meeting of tiie Society, and the op&nion of the 
migority of the memhers present was that the fissure was probably the reswlt of 
fnustnre. 
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racter of the delirium rendered it probable that it was delirinm 
tremens. He became quite rational about the 8th, and said he 
felt " quite well '^ on the 11th. Under Mr. Harris's care the 
wound had done well throughout. On the 11th the skin 
sutures were removed; the tube was withdrawn, cleaned, 
shortened, and replaced, as there was still a little discharge 
from it, but there was never any pus. He left his bed on 
July 29, went downstairs on August 5, and to the sea-side on 
August 15. The urine contained neither albumen nor sugar 
before operation. 

On August 27 I received a note from T. showing that his 
handwriting was as good as ever. He called on his way up 
from the sea-side, looking very well, " never was better in his 
life;'' walks perfectly; right grasp strong. A soft pulsating 
spot could be felt at the seat of trephining, but a good deal 
smaller than the original hole ; it causes no inconvenience. 
He is still (November) in perfect health. 

The questions of chief interest in connection with the above 
case are the late onset of the signs of compression, and how 
they were brought about. At first no other thought occurred 
to me than that the clot which we found was due directly to 
the injury on March 31 ; but on this view I could not explain 
to myself satisfactorily the late onset of compression. The 
occurrence of cedema from pressure of the clot on efferent 
cerebral vessels and the establishment of a circuhis vitiosus 
seemed impossible. I am now inclined to believe that on or 
before the 18th June a spontaneous superficial hsBmorrhage 
began into the subdural space ; the outer layer of the clot was 
tough and decolourised, but not more so, I think, than ten days 
would allow of. This view even does not account for the 
rapid increase of insensibility towards the end of the case, for 
there was no sign of any quite recent effusion of blood. Nor 
was there any history of fits or convulsive twitchings such as 
generally mark the progress of cortical hasmorrhage over the 
motor area. But convulsions do not seem to have been 
common in cases of pachymeningitis, nor would they seem to 
be at all necessary symptoms either upon Huguenin's view 
that the blood escapes from the veins of the convexity, or upon 
Virchow's that it comes from an inflamed surface on the inner 
aspect of the dura mater. 

May, 1892. — The patient is very well; he has hunted 
regularly through the winter ; it is difficult to detect any soft 
spot in the scar. 
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XXVII. — A case of Cholelithiasis : removal of im- 
pacted gall-stones through an incision in the common 
duct : recovery. By J. Bland Sutton. Bead Feb- 
ruary 26, 1892. 

ON September 15, 1891, I saw in consnltation Mrs. P., aet. 
58, who was suffering severe pain consequent upon the 
impaction of gall-stones in the common bile-duct. The 
history of the case was so clear, and the patient had suffered 
from so many attacks in the preceding ten years, that there 
was no doubt as to the nature of the illness. 

On September 1 the patient was seized in the middle of 
the night with severe pain in the right side ; this pain per- 
sisted up to the time of the consultation. She has vomited 
once during the attack (September 3). In a few days there 
was delirium, and this was followed by feebleness, great 
prostration, drowsiness, and intense jaundice. The stools 
became quite white, and the urine heavily charged with bile. 

Morphia had been freely administered by the skin. As 
the patient had passed gall-stones on previous occasions I 
deemed it prudent to wait at least forty-eight hours before 
resorting to operative measures. The pain continuing, the 
woman was removed into the Middlesex Hospital September 
17. She was so fat that it was impossible to ascertain the 
condition of the parts in the region of the gall-bladder, bat 
the liver appeared to percussion to be of natural size; 
manipulation produced great pain. On September 18, as 
there was no abatement of symptoms, I explored the parts 
through an abdominal incision made vertically over the region 
of the gall-bladder. On reaching and opening the peri- 
toneum I came upon omentum thoroughly adherent to all the 
surrounding structures and peritoneum. On tearing through 
these adhesions a rounded lump of fat was detected on what 
appeared to be the under surface of the liver, for, strange as 
it may seem, the liver was not visible at any time during the 
operation. Some hard bodies were felt in the lump of fat, 
and on incising it three polygonal calculi were found within 
it. This fatty lump was in reality the shrunken gall-bladder, 
and I should imagine that it had long ceased to contain bile. 
All attempts to pass a probe from the gall-bladder into the 
duct were unsuccessful. 

VOL. XXV. 11 
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It was now necessary to search for the duct. After separat- 
ing the adherent omentum and transverse colon I recognised 
the common duct, distended with calculi, running downwards 
to the duodenum. Attempts were made to push the calculi 
into the duodenum. These failed. On pushing the calculi 
upwards two of them slipped easily into the hepatic duct, but 
could not be made to enter the gall-bladder, as the cystic duct 
was either very narrow or, what was very probable, obliterated. 
Two calculi lodged near the termination of the duct could not 
be moved in either direction. As the general peritoneal 
cavity was shut off by adhesions, I incised the common duct 
near the duodenum, and at once extracted the two obstructing 
calculi, and was able to recover one that had slipped back into 
the duct, but there was a fourth which I could not find. 
Immediately the incision was made into the duct there was 
an abundant flow of bile. A glass drainage-tube was intro- 
duced, and the wound closed with sutures in the usual way. 

During the next three days bile escaped in large quantity 
through the tube, the jaundice gradually diminished, bile was 
scarcely appreciable in the urine, the fsBces assumed their 
characteristic colour, and the patient was free from pain. 

From the fourth to the ninth day there was no improve- 
ment ; bile ceased to flow from the tube, and the fasces became 
clay-coloured. I attributed these symptoms to re-descent of 
the calculus which had been pushed into the hepatic duct 
during the operation. 

On the evening of the tenth day after the operation the 
patient was seized with sudden and intense pain in the right 
side. In the early morning this passed away. On dressing 
the wound the tube was freely discharging bile. From that 
day the jaundice rapidly began to fade, the faeces assumed a 
normal colour, the track of the drainage-tube rapidly granu- 
lated, and the patient left the hospital convalescent October 
13, after a sojourn of twenty-five days. 

On November 14, 1891, her doctor, Mr. Owen Coker, 
writes me to the effect that " the patient has continued in 
excellent health." 

I have ventured to report the details of this case because 
it demonstrates that there are conditions in which calculi 
may be removed through an incision in the com/mon bile-duct, 
and the patient recover without the inconvenience of a biliary 
fistula. 
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XXVm. — A case of Fusiform Sarcoma of Laminx of 
Dorsal Vertebras : pressure upon spinal cord : rha^ 
chiotomy : cure. {From notes by Mr. Davies-Golley 
and Mr. A. G. Gooley.) By N. Davies-Colley. 
Bead February 26, 1892. 

ALICE P., aet. 23, a washer in a steam laundry, and un- 
married, was admitted into Guy's Hospital under my 
oare on the 11th of last July, suffering from symptoms of 
paralysis apparently due to an old angular curvature of 
the spine. 

About seven years ago she had a fall from a height of 
three feet, and struck the back of her head and the middle 
of her spine. At first she noticed nothing wrong, but six 
weeks later she began to suffer from shooting pains in the 
back and round her chest. She went to a doctor, who said 
she had spinal curvature, and she was kept in bed for six 
months. She then wore a plaster-of-Paris jacket for another 
four months. After this she went to work, and suffered no 
more pain or trouble till two months ago. The pains now 
returned in her chest and back, and she noticed that her feet 
and ankles were weak, so that she frequently fell down. 

One month ago she began to lose sensation in her legs, 
and there was some incontinence of urine and faeces. For 
the last two weeks she has been unable to walk. There was 
no family history of tubercular or other disease. 

On admission the patient, though somewhat pale, was 
well nourished and of fairly healthy appearance. She had a 
large boss in the neighbourhood of the spines of the fourth, 
fifth, and sixth dorsal vertebrae. The projection was 
rounded, of bony hardness, and occupied the right vertebral 
groove as well as the spines of the vertebrad ; and I thought 
that she had some bursal thickening over the prominence of 
an angular curvature, which gave it a less defined and more 
diffused contour than usual. There was no pain. Both legs 
were nearly completely paralysed. There was also partial 
anaesthesia in both legs, but over a greater area in the left 
than the right. The legs were muscular and firm, and not at 
all wasted. The knee-jerks were present ; there was plantar 
reflex and well-marked ankle-clonus on each side. Micturi- 
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tion was frequent^ but as long as she kept in bed there was 
no involuntary passage of urine or fsBces. 

The patient was kept in bed, but no improvement fol- 
lowed; so on July 28, seventeen days after her admission, 
ether was administered, and an incision was made in the 
middle line upon the swelling in her back. It was at once 
found that a smooth whitish lobulated growth, about four 
inches in vertical by two inches in transverse measurement, 
occupied the right vertebral groove, projecting across the 
middle line so as to overlap the spines of the vertebra9. It 
was easily separated by means of a blunt dissector from the 
back muscles, and before lifting it away from the groove it 
was found to be attached to the right side of the laminsB of 
the fifth and sixth dorsal vertebrae. This part of the laminse 
was quite soft and crumbling, so that they were easily 
divided with a bone forceps. The spines and laminae of 
these vertebrae were removed with the tumour, and an open- 
ing was made into the spinal canal about an inch long by 
three quarters of an inch broad. The dura mater was healthy 
and not adherent to the growth, so it was not interfered 
with. The spinal cord was flattened and soft. A rounded 
mass of the growth three quarters of an inch in diameter had 
now to be carefully dissected out from between two of the 
transverse processes. It must have lain in contact with the 
sides of the bodies of the vertebrae. A rather free haemor- 
rhage which welled up from the spinal canal was easily con- 
trolled by sponge' pressure. The operation was performed 
under an irrigation of perchloride of mercury solution (1 in 
2000). A tube was inserted, and the soft parts brought 
together by gut sutures. The wound healed rapidly without 
suppuration. The nerve symptoms began to improve the 
day after the operation^ when the patient found she had good 
control of her urine. She was able to push a chair along in 
front of her by the 4th September ; and by the 10th, rather 
more than six weeks after the operation, she could walk 
without any help. The sensation had for some time been 
restored, and there was no further trouble with respect to 
micturition or defaecation. 

Microscopic examination of the tumour showed an abun- 
dance of small fusiform cells mingled with fibrous tissue. I 
presume, therefore, that the growth was a fibro-sarcoma grow- 
ing from the periosteum of the vertebral laminae. 

I saw the patient again last Monday (February 22, 1892) ► 
She was in good health, and had been at work since Christ- 
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mas. There was no appearance of growth or even deformity 
about the back^ and no paralysis. Her only complaint was 
that she suffered occasionally from pain in her side. 

I have thought it right to bring this case before the 
Society on account of the rarity of paraplegia from pressure 
of a primary extra-dural tumour, and the very few recorded 
cases in which such a growth has been successfully operated 
on. I would also call attention to the curious mistake in 
diagnosis which led me to confound it with a case of an- 
gular curvature. When she was admitted I noticed that the 
patient was much more healthy and muscular than is usual 
with those who have suffered from long-standing spinal 
caries. This and the rounded character of the projection 
ought to have aroused my suspicions. But the rarity of 
these growths, and the frequency of angular curvature in 
many different forms, must be my excuse for the mistake. I 
would conclude by suggesting that the mongrel word " lami- 
nectomy^' which has recently crept into medical literature 
might very well be discarded, and the term " rhachiotomy '' 
applied to the operation by which the spinal column or rha- 
chis (/oqxkO is opened. 
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XXIX. — A case of Nerve Grafting. By Dameb Hae- 
KissoN (introduced by Dr. Hadden) . Bead March 11, 

1892. 

THE suture of nerves as a surgical procedure had a very 
fitful existence until 1878, when Gluck, of Berlin, pub- 
lished the results of his experiments upon fowls and rabbits, 
and proved that where apposition of divided nerves is perfect 
the degeneration of the distal end is slight, there being noaxiB> 
cylinders destitute of myeline to be seen, the axis-cylinders 
not being destroyed, and at the end of the fourteenth day the 
axis-cylinders, both in the cicatricial tissue and peripheral end, 
are to be seen, though without myeline, the ends of the nerves 
being connected by nerve-fibres destitute of myeline after 
eight days, and from this time a gradual formation of myeline 
sheath is to be observed, functional power being restored in 
the fowl in four days, and ten days aiter section of the vagus 
in the rabbit. 

These observations gave further encouragement in the 
use of the suture, and from this time to the present the 
recorded cases in which the operation has been performed 
have rapidly accumulated. 

In the treatment of those cases in which the resected 
nerve ends cannot be brought into apposition several methods 
have been advocated or tried ; the only one, however, which 
has yet been attended with satisfactory results is that of 
nerve grafting. This was first suggested by the further 
experiments of Gluck (published in May, 1880), who grafted 
portions of the sciatic nerves of rabbits between the separated 
ends of the sciatic nerves of fowls, the conducting power of 
the nerves being restored by the end of the eleventh day. 
He dissected the nerve out eleven days after operation, and 
having isolated the nerve from the neighbouring tissues by 
means of a glass plate, he induced contractions in the muscles 
supplied by the nerve below the site of operation by irritation 
above that point. 

The first surgeon to act upon the teaching of Gluck was 
E^aufman, in December, 1880, who grafted a portion of the 
sciatic nerve of a dog between the separated ends of the mas- 
culo-spiral without success. 
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The second operation was by Tillman in Jane^ 1885, in a 
case of separation between the ends of both median and 
idnar. Sensation returned at the end of four, motion at the 
end of nine weeks. 

The third case was that of Dr. Gressang, of Vienna, in a 
case of recurrent neuromata at the point of division of the 
median into two branches, behind the annular ligament of 
the wrist. 

The graft was from the sciatic nerve of a rabbit at its 
point of division, 6 centimetres in length, and this was sutured 
between the three ends of the median. Sensation began to 
return in two months. The result as to motion is not re- 
corded ; but one remarkable result of the operation was that 
no further tendency to neuromatous degeneration has since 
shown itself in the original nerve, which previously to this 
had repeatedly suffered from this disease. 

The fourth case was Mr. Mayo Eobson's in September, 
1888 (and reported to this Society), for separation of nerve 
ends after excision of a neuroma of the median. The sepa- 
ration was 2 inches in extent. Forty-eight hours after the 
excision 2^ inches from the posterior tibial of an amputated 
limb was sutured between the separated ends. Sensation 
began to return in thirty-six hours ; motion began to return 
in short abductor and flexor of the thumb in five weeks; 
functions completely returned in five months. 

The fifth case was Mr. Ward's, of Leeds, in January, 1889. 
Separation after excision of neuroma of median, 2^ inches in 
length, taken from the median of an amputated arm. Sensa- 
tion and motion were slow in returning ; seventeen months 
elapsed before sensation could be localised. Trophic changes 
occurred; muscular wasting, glossy skin, bulla at the end of 
one finger. These gradually disappeared, and a fair amount 
of power returned to middle and index fingers, but abduction 
and opposition of the thumb remained lost. 

The sixth case was another by Mr. Mayo Robson, in Feb- 
ruary, 1890. Two inches of spinal cord of a rabbit was 
sutured between the separated ends of the median in the 
upper arm. Sensation began to return in eleven days; 
motion of wrist and fingers began to return ten weeks 
afterwards, and became fairly good in five months; the 
ulnar, which had been sutured at the same time, did not 
recover. 

The seventh and eighth cases were operated upon by Mr. 
Atkinson, of Leeds, in February and April, 1890, respectively. 
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The first of these two cases was one in which a portion of the 
sciatic nerve was accidentally removed during an operation 
of excision of the hip, but immediately replaced by suture 
Sensation began to return in the toes on the fifth day, and 
could be localised in any part by the fifteenth day. The con- 
dition as to motion was not recorded, but only six months had 
elapsed when the case was reported. 

The second of these cases was one of separation of ends of 
the ulnar in the forearm, 2 inches in length. A graft 2^ 
inches was taken from each sciatic nerve of a rabbit, the two 
grafts being fixed in position side by side. Sensation began 
to return on the eighteenth day in the ring and little fingers, 
and was completely restored in three months, except in the 
two last phalanges of the little finger. In three months the 
patient could flex all the fingers on the palm except the little 
finger, which stopped short by i an inch. 

The ninth ca^se, which is my own, was that of a boy aged 
13, who was admitted into the Liverpool Northern Hospital 
on the 4th of June, 1891, with the following history: — 
Eleven weeks previously, while at work in some glass works at 
St. Helen's, a large plate of glass fell upon the front of the 
right wrist, dividing the median nerve and all the long flexors, 
except the flexor carpi ulnaris. The doctor who first attended 
to the case sutured the divided structures and bandaged the 
hand and fingers in a flexed position. The healing of the 
wound was attended with suppuration and some sloughing. 
Upon admission into the Liverpool Northern Hospital the 
fingers of the right hand were found to be in an immoveable 
flexed position, paralysis, both of sensation and motion, being 
complete, corresponding to the distribution of the median 
nerve. Trophic changes were also present, the hand being 
blue and cold, the skin glossy, and the short muscles of the 
thumb extremely atrophied. 

UpoTi, the site of the original injury being explored the 
flexor tendons were found to be matted together by cicatricial 
tissue. 

The flexor sublimis digitorum could not be found, and 
nearly 2 inches of the median nerve had been destroyed, 
leaving a separation between the ends to this extent. 

The flexor tendons were dissected from each other and 
from surrounding adhesions. The ends of the median nerve 
were then freshened — which increased the separation to fully 
2 inches — and a graft 2^ inches in length taken from the 
sciatic nerve of a racently killed kitten was fixed in position 
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by one fine catgut sutnre at each end^ which passed through 
the substance of the nerve. 

The fingers were straightened, and the hand and forearm 
fixed upon a posterior rectangular splint, the hand being 
flexed^ but the fingers kept in a straight position. 

The after progress of the case was as follows : 

The wound healed by first intention. Sensibility to the 
prick of a pin began to return to the palm of the band and 
over the first phalanx of the thumb at the end of forty-eight 
hours, and soon afterwards (third day) became extended to 
the areas over the first phalanges of the index and middle 
fingers and the terminal phalanx of the thumb, and, eventually, 
over tlie middle phalanges of the index and middle fingers. 

Sensation is still impaired over the middle phalanges and 
the first portion of the terminal phalanges of the fingers, but 
has not returned in the tips of the fingers. There is also 
transference of sensation present, sensation over the first 
phalanx of the index finger being referred to the correspond- 
ing area of the middle finger. 

The nutrition of the hand became much improved by the 
end of two and a half to three months after operation ; the 
glossiness and blue colour of the skin disappearing; the 
surface becoming nearly as warm as the left hand, unless ex- 
posed to cold, and a greater fulness and thickening be- 
coming apparent over the short muscles of the thumb. 
Motion showed no signs of returning until the end of five 
months, when slight voluntary movement was observed in the 
short muscles of the thumb. These movements are still 
feeble more than eight months after the operation, but have 
much improved during the last three months, and the patient 
can now oppose the thumb to the index finger, good move- 
ment being present in the abductor pollicis. The flexion of 
the fingers upon the palm is not perfect, owing probably to 
the destruction of the flexor sublimis digitorum. 

2%6 tenth and Uist case is one recently performed by Mr. 
Mitchell Banks, of Liverpool, upon the ulnar nerve at the 
elbow, after incision of a neuromatous tumour, 4 inches being 
grafted from the sciatic nerve of a dog. Sensation is said by 
the patient to have returned in thirty-six hours. 

This small number of cases is, of course, too few to 
generalise from ; but, so far, the results are as follows : — Of 
the ten cases three have been perfectly successful, six partially 
successful, and only one failure. 

Of the six partially successful cases four have made no 
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recovery as to motion, but of these one has not been yet 
sufficiently long under observation. 

Of the remaining two, one (which is my own case) has 
been under observation only nine months, and is still im- 
proving. 

All these cases, with the exception of my own, were cases 
of primary grafting, and it is among these — as in the case of 
primary simple suture of nerves — that return of complete 
motor function is the most rapid, the shortest time being five 
months. 

In my case of secondary nerve grafting (eleven weeks 
after injury) the motor functions are not yet completely 
returned nine months after operation, but are still improving, 
and may go on doing so to complete restoration during the 
next year or two, as in the case of secondary simple suture. 

This difference between the two kinds of cases appears to 
me to be mainly due to the trophic disturbances which are 
present when grafting or simple suture is performed as a 
secondary operation. The degenerated muscles must require 
a considerable time before they can be remade, although nerve 
continuity may have been rapidly established. 

In none of the successful cases of primary simple suture, 
or primary nerve grafting, are trophic changes mentioned ; 
and in two successful cases of my own, of simple suture of the 
median, no such changes appeared. 

This evidence seems to prove the correctness of Gluck's 
observations that primary suture prevents any but very slight 
degeneration in the distal end of the nerve. 

The cases in which symptoms of motor power are longest 
delayed in the case of simple secondary suture are those 
which have been operated upon from one to six months after 
injury, being the period during which the distal end of the 
nerve is in the extreme condition of degeneration. 

This, however, only applies to motion, sensation, even in 
these cases, often returning in thirty-six to forty-eight hours, 
some axis-cylinders (probably of the sensory fibres) never 
being destroyed, but retaining their power of conduction, 
either by way of a loop line (through the interlacement of 
nerve-fibres) or by the restored continuity in the nerve. 

In the latter case sensation must be conveyed by nerve- 
cells at the point of suture, and not by axis-cylinders, and it 
is difficult to understand how accurate localisation (such as is 
seen in some cases) can be conveyed in this way. 

On the other hand, the loop line theory quite fails to explain 
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those cases of secondary sutare which have shown no return 
of sensation^ even many months after injury^ until the nerve 
ends are freshened and sutured together. It has been sug- 
gested to me that the operation sets up a condition of excita- 
bility in the nerve that starts the loop line ; but^ if this could 
be so^ how is it that the original injury sometimes inflicted 
under similar conditions does not have the same effect^ the 
function of sensation being in abeyance for months and years 
until the operation of suture or grafting is performed ? 

May it be due to a combination of these factors^ namely^ 
the increased excitability in the nerve assisting in the con- 
veyance of an impulse along both the loop line and the nerve, 
at the point of suture^ at the same time^ and in this way 
giving rise to localised sensation ? 

One further point of interest in these cases is that a nerVe 
may sufficiently recover to conduct sensation and influence 
nutrition without regaining its motor power. This is partially 
to be observed in Mr. Ward's case of nerve grafting, but is 
better illustrated by a case of simple suture of Mr. Weir's, 
and another of Mr. Ashhurst of America. 

In both the sciatic was the nerve sutured, in the one nine 
years, in the other three months after injury. In both cases 
there was a total loss of sensation and motion, and trophic 
ulcerations over the foot. Sensation returned, all the trophic 
changes disappeared, but motor paralysis remained. 

In conclusion, I think that the recorded cases of nerve 
grafting, although few in number, are encouraging, and 
give us fair ground for hope that this operation will be 
soon established as another useful resource in surgical pror- 
cedure. 
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XXX. — Three cases of Peritonitis from Hsemorrhage : 
abdominal section in a case of ruptured spleen^ and 
in two cases of ruptured liver. By Herbert W. 
Page, M.C.Cantab. Bead March 11, 1892. 

AS a contribution to the operative treatment of abdominal 
injuries without external wound, of which examples were 
brought before the Society in the session 1887-8 (vol. xxi), 
I hope that a short account of three cases, one of mptured 
spleen and two of ruptured liver, may be deemed of interest, 
even though in all of them the result of operation was nn- 
successful. 

A boy, aet. 14, was admitted to St. Mary's Hospital at 5 
P.M. on April 18, 1888, complaining of great pain and tender- 
ness over the abdomen. Exactly twenty-four hours before, 
while crossing a shed in the railway works at Neasden, he 
tripped up and fell suddenly and heavily on one of the metal 
rails which ran in the length of the building. The rail struck 
him right across the abdomen just below the umbilicus. He 
became unconscious, and in this state he was lifted up by 
workmen, placed on a trolley, and taken as far as the St. John's 
Wood Bead Station. On arrival there he had regained his 
senses, and he walked thence to his home, nearly half a mile. 
Later in the evening he walked to the Paddington Green 
Children's Hospital. A bandage was there put round his 
belly, and he walked home. He had a good night, dressed 
himself early on the morning of the 18th, and then had a 
natural action of the bowels. Soon afterwards he was seized 
with intense abdominal pain, and he had to be undressed and 
put to bed. The pain continued to get worse, and between 
4 and 5 p.m. grew so bad that his mother took him in a cab 
to St. Mary's. He was unable to walk. At this time he had 
many indications of peritonitis, abdominal tenderness, dis- 
tension and rigidity, thoracic breathing and anxious face. 
His temperature was 100° F., and at 100 also beat his pulse. 
He was able to pass water. The liver dulness was normal. 
He was not sick. His pain was greatest in the region of the 
spleen, and there he complained the most when taking a deep 
breath. Mr. Norton, my house surgeon, ordered opium and 
hot fomentations, not thinking the boy was bad enough to 
send for me. 
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On fche following morning he was easier and looked better^ 
bat his temperature had been up to 101*8^ F.^ and his pulse 
was quicker. I saw him for the first time at half -past two^ 
and had the advantage of a consultation with Mr. Silcock, to 
whom I think it was in the main due that we resorted to 
operation. I did not believe that there was rupture of the 
bowel^ but we both of us inclined to the opinion that there had 
been some injury of or in the immediate neighbourhood 
of the spleen. The abdomen was greatly distended at the 
time of operation^ and the peritoneum when exposed in the 
incision^ which had been median below the umbilicus^ bulged 
forward of a deep purple colour. The peritoneal cavity con- 
tained a large quantity of dark fluid bloody and this was 
forthwith entirely removed by repeated flushing with hot 
boracic lotion. The intestines were carefully examined from 
end to end, and were free from injury, but there was no 
question as to the presence of very general peritonitis, for 
their surface was distinctly rough, and many of the coils were 
greatly distended with flatus. A long rectal tube very much 
reduced this distension at the time, and greatly facilitated, 
moreover, the return of the coils into the abdomen. The lad 
bore the operation well, and there was no collapse after it. It 
had confirmed the diagnosis of injury of or about the spleen, 
but it seemed improbable that the injury had been extensive, 
and as all bleeding had clearly ceased I deemed it unnecessary 
to explore this viscus. 

The following morning, April 20, the boy was undoubtedly 
better, his temperature was 99*6° F., he had lost the anxious 
expression, he had decidedly less pain, and he did not flinch 
at all when the hand was moved over the abdomen. He said 
himself that he had far less pain than before he came to the 
hospital. At three in the afternoon, however, either because 
or in spite of an injudicious drink of lemonade, he was 
violently sick, and afterwards became restless, and in many 
ways, as shown by his pulse, respiration, and temperature, he 
was in the evening not so well. He had a sleepless night, 
and was so obviously worse in the morning that it seemed 
useless to wash his peritoneal cavity out again. He died at 
10 P.M., four days and five hours after the accident. 

The necropsy revealed a small superficial rent in the ante- 
rior margin of the spleen and its peritoneal covering. The 
rent, which was about an inch long, was closed by an adherent 
clot. No blood or other fluid was found in the peritoneal 
cavity. Some few coils of intestine^ especially those lying 
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above the umbilicus, were slightly adherent together by recent 
lymph, but Mr. Silcock, who made the examination, considered 
that there was less general roughness than at the time of the 
operation. For the most part, in fact, the visceral and parietal 
layers of the peritoneum were smooth and shiny. Except at 
one small spot the operation wound was perfectly healed. 

I think that in this case we must have come very near 
indeed to saving the patient's life, and I believe that this 
might have been attained had his peritoneum been washed 
out earlier than forty-six hours after the accident. Clearly, 
if a patient is to be saved from extension of peritonitis and 
septic absorption, the sooner the abdomen is opened the 
better, and it is a wise practice for the surgeon to be summoned 
immediately to the hospital whenever a case of abdominal 
injury has been admitted to his wards. No matter what be 
the precise lesion, recovery from general peritonitis of 
traumatic origin is most uncommon ; and although in a large 
number of instances the extent and character of the injury 
will almost certainly forbid success from abdominal explora- 
tion, there yet are cases, and this was one of them, in which 
peritonitis has been started, not so much by the lesion of a 
viscus as by the stagnation of blood poured into the peritoneal 
cavity, and in which the most likely means, and as far as I 
know the only means, of putting an end to the peritoneal in- 
flammation is by thoroughly cleansing the peritoneum and 
ridding it of all fluids which are foreign to it. 

In coming to a decision as to the need for operation we 
must not forget the lesson which has been taught over and 
over again, how small is the reliance to be placed on the con- 
duct of the patient after his accident as a guide to the nature 
of his injury, for even after rupture of bowel — ^the gravest 
probably of intra-abdominal lesions — ^it is not uncommon for 
the man to walk to the hospital, complaining merely of pain. 
Undoubted evidence of commencing peritonitis after an 
abdominal injury without external wound means something 
serious, and ought to be regarded as an indication for abdo- 
minal exploration, a comparatively harmless procedure in 
itself, because the probability is overwhelming that the 
peritoneal inflammation will spread, and every hour makes a 
difference to the patient's prospect of recovery. 

I feel regret that in this case I did not wash out a second 
time, when on the evening of the 20th and the morning of the 
21st there was evidence of more peritonitis. The first opera- 
tion had done him no harm ; if we rightly estimated his con- 
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diidon he was the better for it^ and at a second washing 
there would have been no call for an examination of the intes- 
tines. Truly the boy's state then seemed hopeless^ bat uncon- 
sciously also I may have been deterred from operating by a 
doubt^ which I feel no longer^ that it was the proper thing to 
do. After such an injury as he had sustained the only 
possible result perhaps was death from peritonitis^ but I 
rather lean to the more cheerful view that the operation 
of washing out the peritoneum very nearly achieved the 
success of saving his life. It is certain that it in no wise 
hastened his death. 

The two cases of ruptured liver were less favourable, and 
give little support^ I am afraid, to the optimistic opinion so far 
advanced. 

A boy, aet. 10, was admitted on July 24, 1888, after having 
been run over by a hansom, the wheel of which passed over 
the abdomen just above the umbilicus. The accident 
happened at 9 p.m. There was no external wound and only 
slight shock. On the following morning, however, his belly 
was somewhat distended, and he complained of supra-pubic 
pain. In the course of the day the pain became more general, 
and there was less movement of the abdominal wall in breath- 
ing. At 10 P.M. there was more distension, and his thighs 
were flexed. He had passed water and had not vomited. 
There was no general pallor to indicate loss of blood, but his 
symptoms were suggestive of injury to the liver and intra- 
peritoneal bleeding. The hepatic dulness was normal. I 
opened the abdomen at midnight, and, as in the other case, 
washed out a large quantity of fluid blood from the peritoneal 
cavity. The intestines were uninjured. There was obviously 
slight bleeding going on in the neighbourhood of the liver, 
but his condition forbade any prolonged search for the bleeding 
point. I therefore put in a glass drainage-tube when closing 
the wound. The boy rallied well, and for some hours was 
distinctly easier, but towards the middle of the following day 
he became restless, and from that time failed. He died at 8 
P.M., forty-seven hours after the accident^ and nineteen after 
the operation. 

The necropsy disclosed fracture of the ninth, tenth, and 
eleventh right ribs external to their angles, and the right 
posterior angle of the right lobe of the liver was severely 
lacerated and contused. The intestinal coils were inflamed 
and adherent at the lower part of the abdominal cavity, which 
contained a small quantity of fluid blood. 
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The third and most recent case is the following : — ^A man, 
aet. 22, had been violently struck over his liver, and hurled 
into the water by the tiller of his barge, which he was steer- 
ing along the Regent's Canal, one hour and a half before his 
admission to St. Mary's on the morning of April 15, 1891. 
He vomited directly he had been got out of the water. 
On admission he was in a state of extreme collapse, wet 
through, cold, and almost pulseless. He complained of occa- 
sional pain in the right hypochondrium, but there Was no 
mark of bruising. Pain and tenderness increased in the 
course of the morning ; his knees were drawn up, respiration 
was shallow and laboured, and he was frequently sick. In 
the course of the afternoon, however, he decidedly improved. 
There seemed to be no urgent reason for operating, and it 
was thought that his original coUapse might have been to a 
great extent due to his having been nearly drowned. His 
urine was free from blood, but his pallor and intense craving 
for fluid suggested bleeding from one of the viscera. The 
area of hepatic dulness was normal. The next morning he 
was not so well, having begun to vomit again at 6 a.m. 
Respiration was entirely thoracic, and the abdomen was now 
much distended. After consultation with my colleague, Mr. 
Pepper, I opened his abdomen, and found the peritoneum 
full of blood. This was completely washed away. The intes- 
tines were uninjured, and I was unable with the hand to 
detect any rupture of liver or spleen. The operation in- 
creased his collapse, and he died an hour after lus return to 
the ward, or thirty hours after the accident. 

A deep radiating laceration, the edges of which were 
firmly sealed together by blood-clot, was found on the upper 
surface of the liver, and from the anterior border, to which it 
extended, this fissure ran to the under surface, and then 
forked upwards and downwards in the substance of the viscus 
for three and two inches respectively. This part also was 
sealed with blood. The right half of the diaphragm was con- 
tused. Furthermore the left perinephral tissues were infil- 
trated with blood, and a laceration was found in this kidney 
which reached from the posterior border through the sub- 
stance nearly as far as the hilum, but not involving the pelvis 
or calyces. There was very general peritonitis, the intestines 
being sticky and the coils dilated. This case was unques- 
tionably the worst of the three, from the first beyond the 
reach of surgical relief. It is certain that no operation could 
have enabled us to close the lacerations in the liver more 
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secarely than they were found closed and sealed by blood- 
•clot^ and the only thing conceivable is that the discovery in 
the opened peritoneum of the immense quantity of extrava- 
sated blood might have suggested the advisability of imme- 
diate transfusion. The hsdmorrhage in this case was much 
greater than in the other two^ and loss of blood must have 
had much to do with causing the man's death. 

It is naturally more gratifying to a surgeon to relate and 
for a society to hear the histories of* successful cases ; yet 
from unsuccessful cases much is often learned. Death from 
the injury and failure of operation may be alike inevitable 
in all such cases as these^ but I am rather inclined to the 
opinion that in abdominal exploration and peritoneal flushing 
lie the possibility and promise of saving life^ when the actual 
lesion happens to be small^ and the real danger depends upon 
peritonitis^ the consequence of intra-peritoneal effusion of 
blood. I do not forget that recovery occasionally follows 
after even very severe abdominal injuries, and that some 
surgeons are opposed to exploration as adding nothing to the 
ohances of life. Mr. Hutchinson is one of these, and in a 
recent number of his Archives of Surgery (vol. iii, p. 104) he 
writes that '^ natural processes are more eflScient in bringing 
about reparation than some modem authorities would have 
us believe." By all means let us remember the reparative 
powers of nature when in the presence of an abdominal injury, 
but I would urge the desirability of exploration when peri- 
tonitis has unquestionably begun, should other considerations 
not have seemed to warrant it sooner. If there were any 
doubt as to the diagnosis before operating, the presence of 
blood in the peritoneum might easUy be determined by the 
use of a fine aspirating needle. From his experiments on 
peritonitis, related to the sixty-second Congress of German 
Naturalists, Orth came to the conclusion that pure blood in 
considerable quantities was sufficient to set up peritonitis, not 
so much from the presence of bacteria as from the develop- 
ment of some fibrin ferment {Centralbl.f Chir., 1889, p. 849). 
These cases support his opinion, for in each of them the 
injury was followed by a general peritonitis, which had no 
other obvious cause than the blood stagnant in the peritoneal 
cavity, and in quantities too large for the peritoneum itself 
to absorb and remove. 
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XXXI. — A case of Mediastinal and Pulmonaiy Carci- 
noma associated with retraction of the chest walL 
By Percy Kidd, M.D. Bead March 11, 1892. 

THOS. G., aet. 52, a butcher, was admitted into the Brompton 
Hospital under my care, in the absence of Dr. Williams, 
on April 3, 1890, complaining of cough and shortness of 
breath. 

The family history was unimportant. 

For twelve months the patient had noticed a slight cough, 
but had felt in perfect health till six months previously, when 
he got; wet through and caught a severe cold. His cough 
now became much worse, and compelled him to take to his 
bed about Christmas, 1889. Since that date he had been 
confined to bed suffering from severe cough, accompanied by 
pain in the left side ; thick white expectoration occasionally 
streaked with blood, shortness of breath, and loss of flesh. 

On admission the patient was a thin, pale, prematurely 
old man. 

No clubbing of the fingers. 

The chest wall was much retracted on the left side over 
the whole front, and was almost motionless. Anteriorly 
there was great dulness on percussion, and inspiration was 
very feeble throughout, but at the apex faint blowing expi- 
ration could be heard. No adventitious sounds. Behind 
there was extreme dulness over the upper third, the reso- 
nance being much impaired to the base. At the supra- 
spinous fossa weak inspiratory and faint blowing expiratory 
breath-sounds with obscure crackling r&les on cough. 
Breath sounds and vocal fremitus absent over the lower two 
thirds. On the right side no abnormal signs were detected. 
The apex-beat of the heart was in the normal position, and 
the heart sounds were healthy. There is little to note as to 
the subsequent course of the case beyond progressive &ulure 
of health and strength. The breath sounds became bron- 
chial at the left supra-spinous fossa, dyspnoea became more 
marked and constant, and the patient had great difficulty ia 
expelling his copious expectoration. 

The sputum was repeatedly examined for tubercle bacilli^ 
with a negative result. 
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The temperature presented an irregular remittent cha- 
racter throughout^ varying from 101° or occasionally 102° in 
the evening to 99° in the morning. Towards the close the 
temperature gradually declined. The patient sank exhausted 
on May 26, 1890. 

The following is a brief abstract of the autopsy. The 
upper lobe of the left lung was densely adherent to the chest 
waJls. In the fork of the trachea a firm whitish growth of 
the size of a swan's egg, with smaller masses of similar 
nature extending thence along the left bronchus into the 
upper lobe of the corresponding lung, especially towards its 
inferior border. On section the lobe presented a marbled 
appearance, due to coalescing nodular whitish growths inter- 
sected by pigmented bands of indurated lung tissue. In the 
npper part there were some small irregular cavities, and to- 
wa^^ the lower margin in the postero-lateral region there 
were two excavations of the size of a small Tangerine orange. 
The lower lobe was partially collapsed and oedematous, the 
small bronchi uniformly dilated and filled with pus. No 
growth in the lower lobe. 

The left lung was much contracted, especially the upper 
lobe. 

Bight lung large and oedematous, but free from growth. 

The left main bronchus slightly but uniformly infiltrated 
with firm growth from its origin to the part where the branch 
to the upper lobe is given off, causing considerable narrow- 
ing of the tube, bat nothing approaching occlusion. 

The adrenals were slightly enlarged and contained whitish 
growth. There were a few small nodules in the jejunum, one 
of which had ulcerated. In the stomach there was a chronic 
round ulcer on the posterior surface close to the lesser cur- 
vature, but no evidence of carcinoma. 

Kidneys slightly contracted and granular. 

Left ventricle of the heart slightly dilated. 

Microscopical examination showed that the growth was 
carcinomatous. 

The interest of the case lies in the existence of retraction 
of the thoracic parietes, and it was on this accoant alone that 
I thought it worthy of the notice of the Society. For while 
the pronounced tendency of tumours to cause enlargement of 
the corresponding half of the chest is emphasized by all 
writers on the subject, the occurrence of contraction of the 
side is only alluded to in a very general way. This fact 
alone would suggest, what indeed is beyond aJl doubt, that 
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retraction of the chest wall is a very exceptional phenomenon 
in such cases. 

In the present instance the patient was thought to be suf- 
fering from chronic polmonary tuberculosis with extensive 
thickening and adhesion of the pleura^ in spite of the fact 
that repeated examination of the sputum failed to detect the 
presence of tubercle bacilli. 

In discussing the diagnosis of the case^ malignant disease 
appeared to be almost excluded by a consideration of the 
whole array of physical signs and symptoms. Foremost 
among these was the unilateral contraction of the upper part 
of the chest wall ; but certain other f acts^ more especially the 
preponderance of dulness over the upper lobe^ the absence of 
decisive signs of mediastinal pressure^ the cough^ profuse 
expectoration, and irregular remittent pyrexia pointed in no 
uncertain manner to progressive disease of the lung. 

In reviewing the case it may be said that insufficient 
importance was attributed to two points ; the extreme weak- 
ness of the breath sounds over the whole left side, and the 
continued absence of tubercle bacilli from the sputum, al- 
though perhaps it would not be impossible to cite exceptional 
cases of chronic phthisis where a like condition existed. 

The diagnostic importance of the tubercle bacillus is no 
longer disputed, though most observers justly attach compa- 
ratively little significance to the &ct that the microbe cannot 
be discovered in the sputum. 

It may, however, be doubted whether excessive caution 
has not sometimes led us to underestimate the value of such 
negative evidence, as in the case which is the subject of the 
present communication. 
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XXXII. — Gdses illustrating the Modes in which a 
Strangulated Loop of Bowel reacts to the Constrict^ 
ing Medium. By W. Arbuthnot Lane, M.S. 
Bead March 11, 1892. 

GW ., 8Bt. 30, was admitted into Guy's Hospital on 
• November 29, 1891. 

He had suffered from a small ingainal hernia for eighteen 
months. It varied somewhat in size, but gave him no trouble 
except on one occasion. On November 27 the tumour sud- 
denly increased in size while at work, and became very 
painful. He soon became sick and much collapsed. 

On admission the patient appeared to be more collapsed 
than one would have expected from the duration of the 
strangulation. The hernia consisted apparently largely of 
fluid, and the body of the testis was in the sac. 

The usual incision was made, and a large quantity of 
fluid escaped from the sac. The hernia proved to be con- 
genital^ and its contents were a piece of adherent omentum 
and a loop of bowel about 8 inches in length. The bowel 
appeared healthy, and did not suggest in the slightest that 
it would not perform its functions normally when it had been 
replaced in the abdominal cavity. 

On examining the seat of constriction at the internal ring 
it was found to be very tense, so that the point of the director 
could only be introduced with difficulty. The canal was 
therefore thoroughly exposed, and the constriction divided 
from without inwards. 

It was then seen that at least three quarters of the 
diameter of the proximal gut was extensively destroyed by 
ulceration, nothing remaining but peritoneum for a breadth 
of about an eighth of an inch. This was, however, intact, 
and neither the fluid in the sac nor the constricted zone of 

Sut gave any isdcs,! odour. The distal portion of gut had 
een sheltered from pressure by the prolapsed peritoneum 
and by the proximal bowel, and showed no local change. 

The constriction was produced by a membranous diaphragm 
of great density about an inch in diameter, and perforated 
by an aperture smaller than the calibre of a lead pencil. The 
margin of the aperture was so sharp that when it was stretched 
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it felt as if it would almost cat the finger pressed on it. As 
the injury was quite locals and limited only to one portion of 
the bowel^ the damaged surface was turned inwards all aroand, 
the lumen of the bowel being limited to more than half its 
original diameter. It was retained by Lembert's sutures^ and 
an omental graft was applied. 

On the 17th December, nineteen days after the operation, 
the patient developed much pain and tenderness in a lump 
which could be felt in the right side of the abdomen. There 
was also some temperature on that day and the day preceding. 
This mass was regarded as being probably only the damaged 
bowel, which had acquired adhesions to adjacent parts ; but 
to eliminate the possibility of the presence of an abscess in 
connection with it the peritoneal cavity was opened, and the 
mass was explored. Nothing beyond adhesions were found, 
and the mass was left attached to the parietal peritoneum. 
Later on he developed epididymitis for no obvious reason. 

A. R., aet. 41, was admitted into Guv's Hospital on 
November 22, 1891. 

He was much collapsed, and complained of pain in the left 
iliac fossa. He stated that he had had a left inguinal hernia 
for many years, and that he had worn a truss. 

Eight days before his admission the hernia had suddenly 
become very much larger than it had ever been before, and it 
caused him much pain and sickness. He was treated by a 
doctor, who reduced the hernia, using great force in doing 
so. None of his symptoms were relieved by the operation, 
his pain becoming worse. He had taken no food since the 
hernia descended. 

There was no evidence of any hernia in the inguinal 
canal, but in the neighbourhood of the internal ring an ill- 
defined resisting mass existed. It was obvious from his 
symptoms that a portion of intestine was still strangulated 
in spite of the apparent reduction of the hernial contents. 

He was therefore put under an anaesthetic, and a long 
incision was made. A large hernial sac was exposed, and 
was found to contain much fiuid, whch, though clear, or 
nearly so, was very offensive. It then became apparent that, 
as had been suspected, the portion of the sac containing the 
strangulated bowel had been reduced en masse beneath the 
peritoneum. Before dividing the constriction the sac and 
bowel were thoroughly cleansed with perchloride lotion. The 
constriction was divided from without inwards, to prevent 
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any further damage to the bowel at the point of constriction, 
and the abdominal cavity was opened at the same time. 

The bowel, which was still contained in the sac, was but 
slightly congested, and its condition did not lead one to think 
that there was any chance of its not performing its function 
if returned into the abdomen. It was very slightly thicker 
than usual, but it was by no means leathery, inelastic, or 
markedly discoloured. The bowel in the abdomen presented 
two definite lines running transversely around it, showing 
that this portion had been reduced by the vigorous attempts 
at reduction which had been made. The constriction was 
remarkably dense and diaphragmatic in shape, and presented 
, an extremely sharp margin. Some fluid escaped on opening 
the peritoneal cavity, and it smelt faecal, yet not so much as 
that which had been present in the sac. The smell of the 
gut where it had been constricted was, however, very faecal. 

Nothing remained of the intestine along the lines of con- 
striction but a very thin layer of peritoneum, which presented 
no obvious perforation, and which measured about an eighth 
of an inch in breadth. The character of the fluid which 
escaped from the abdominal cavity, together with the some- 
what sticky condition of the peritoneal coat of the intestines 
in the vicinity of the constriction, rendered me very anxious. 
This was, however, carefully sponged with perchloride lotion 
and dried, it seeming wiser to do this than to irrigate and so 
distribute this material generally through the peritoneal 
cavity. The portion of bowel including the ulcerated zones 
was excised, and continuity established by means of Senn's 
plates. From the scarred and thickened appearance of the 
omentum in the vicinity it appeared that the hernia had been 
a reducible epiplocele. 

While the operation was being performed it became 
necessary to inject a quantity of salt solution into the circu- 
lation, as death appeared imminent. This was followed by a 
very marked improvement in the patient's condition. He, 
however, died on the following day with symptoms of peri- 
tonitis. 

At the pK)st-mortem examination the result of the resec- 
tion appeared to be perfect, and no leakage took place under 
a considerable hydraulic pressure. The man had died of 
suppurative peritonitis, which had obviously extended from 
the seat of strangulation. Whether one would have done 
more good by irrigating the whole peritoneum than by the 
method adopted is very doubtful. 
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What I want to call attention to in these cases is the fact 
that though the bowel was constricted for a considerable period 
of time in either case by a very dense^ extremely sharp margined 
constriction^ yet the circulation of the loop^ was practically 
unimpaired^ and the condition of the coats of the bowel was 
almost normal. How frequently do we see strangulated 
hernias of but a few hours' duration, in which the loop is 
livid, and its walls very much thickened, leathery, and in- 
elastic ! One knows how often this state of the bowel results 
in death because it neither allows of or assists in the passage 
of the intestinal contents through it. 

It has been shown that if a piece of gauze or similar 
material be tied tightly around a loop of intestine, we have 
gangrene taking place in the centre of the convexity of the 
loop and spreading upwards and downwards from that point. 
The explanation which I would suggest of the different con- 
ditions of bowel which present themselves in strangulated 
hernias is that where the constriction is broad, and spread 
over a comparatively large area of bowel, it produces no local 
change in the bowel as a result of its constriction, while the 
back flow of blood from the loop continues to be obstructed 
till gangrene results, should the patient live long enough. 

If. however, the constricting medium is very sharp, and 
affects but a very limited portion of the length of the bowel, the 
back flow of blood, at first much obstructed, is quickly relieved 
from pressure by the destructive changes which the mucous 
and muscular coats of the intestine rapidly undergo, the 
amount of the lumen of the constriction which was originally 
occupied by bowel becomes rapidly less, and this space is 
then occupied by the veins of the loop, whose circulation 
consequently is able to recover itself. Between these extremes 
we, of course, find every gradation and every combination of 
impaired circulation of the loop with local ulceration varying 
with the character of the constricting medium. I need hardly 
point oat the importance of the particular condition of the 
strangulated loop from an operative aspect, as I think it is 
suflBciently obvious from the remarks already made. 
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XXXIII. — Gases of Cardiac Asthenia following Influ- 
enza. By J. BuRNEY Yeo, M.D., F.R.C.P. {Read 
March 25, 1892.) 

OF the various disturbances of health observed to follow 
attacks of epidemic influenza perhaps none have been 
more commonly met with than more or less notable conditions 
of cardiac asthenia, and many instances of great cardiac 
feebleness have been observed to follow even some of the 
slighter attacks. A patient, from two to six weeks after a 
mild attack of influenza, would begin to complain of palpita- 
tions, from which he had not suffered before, together with 
slight dyspnoea on exertion. On inquiry it would generally 
be found that he had had a mild attack of influenza, for which 
he had kept the house for three or four days, and that he had 
then at once returned to his ordinary course of life and occu- 
pation. 

Not unfrequently amongst the working classes and also 
amongst business men slight attacks o£ influenza were not 
distinguished from ordinary colds,^ and the patients did not 
even interrupt their work, and under these circumstances 
some of the graver forms of cardiac asthenia became deve- 
loped ; and it is to one of the most remarkable of these I now 
propose to call attention. 

Occasionally the symptoms of cardiac debility have not 
appeared, or rather, I should say, have not been complained 
of, until some months after the influenza attack. A patient 
who had had a mild attack of influenza, or perhaps two mild 
attacks at short intervals, and who considered himself quit© 
recovered, would take part in his annual military training, or 
would go to Scotland for some shooting, and the one would 
return from his training and the other from his holiday much 
more out of condition than when they left home. 

The symptoms complained of in such cases as these were 
usually a pain in the centre of the chest, extending down 
both arms to the fingers, shortness of breath on running 
quickly upstairs, and troublesome attacks of palpitation, 
occurring especially at night. 

On examining the heart evidences of dilatation were 
generally to be found ; there were usually a feeble diffused 

* This paper was written before the third visitation in the winter of 1891-2. 
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impulse, a marmurishness about the first sound over the 
ventricle, and a fluttering movement in the epigastrium. 
The heart beat was in some cases quickened and irregular, 
but, in my experience, it has been more commonly abnor- 
mally slow. I have found patients, whose normal pulse- 
rate was between 65 and 75, under these circumstances have 
a pulse as low as 40 to 50. In other cases the cardiac 
asthenia would come on early, and be sometimes almost the 
only indication that the patient had been a£Eected by the 
influenza poison. 1 have seen this with a wife nursing a 
husband, or a mother a daughter. There has been a sudden 
attack of f aintness, alarm has been felt, and a consultation has 
been asked for. To the question '^ Have you had influenza V^ 
the answer has been negative or uncertain, and -there has 
been little other evidence obtainable than the presence of 
influenza in the family, and the well-marked signs of cardiac 
asthenia in the patient in question. 

I have seen two cases in which the cardiac asthenia and 
dilatation were accompanied with a well-marked aortic re- 
gurgitant murmnr when there was was no evidence what- 
ever of pre-existing cardiac disease. 

In one case, that of a gentleman thirty-six years of age, 
engaged in business in the City, the attack of influenza 
which he had in February of last year was so slight that he 
did not even seek medical aid. But since the attack he has 
been s offering more or less from palpitation, and latterly 
from pain in the chest, extending down the arms to the 
fingers, and aggravated by any excitement or hurry. It was 
not until the 7th of October last that he thought it necessary 
to seek any medical advice. I saw him on that date, and 
found, in addition to the evidence of cardiac dilation, a well- 
marked aortic regurgitant murmur. 

The other case in which I found an aortic regurgitant 
murmur was also that of a professional gentleman in the City, 
and I was asked in that instance to confirm or otherwise 
the diagnosis of another physician, whose opinion had, not 
unnaturally, greatly alarmed this patient and his friends. 
In this case it so happened that I had examined the gentle- 
man for life assurance only a few months before, and I 
was therefore fully aware that he had no cardiac disease 
then. 

In this case also the presence of aortic regurgitation was 
unmistakable. 

But the most remarkable case I have seen, and the one 
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which it is my object now to put on record, is a patient who 
was recently in one of my beds in King's College Hospital. 

This patient, a dark, wiry, hard-looking, well-built, 
muscular man, with a good family history, thirty-eight years 
of age, was by occupation an " oil-presser ;" that is to say, he 
worked in a hot room pressing sperm oil. He was admitted 
into the hospital the 2nd of last October complaining chiefly 
of dyspnoea. He stated that he had always enjoyed good 
health up to this attack, and had had no previous severe 
illness except smallpox sixteen years ago. The present 
illness began two or three months ago when he had to give 
lip work on account of dyspnoea and palpitation, which he 
states came on suddenly. He had been under treatment at 
home, and he had been to a seaside convalescent home for a 
month without getting better ; indeed, the last three weeks he 
had been getting worse, his legs had begun to swell, and his 
urine had become scanty and dark-coloured. 

On admission he was pale and breathless, and on examining 
his pulse it was found to be extremely feeble, and irregular 
to a degree which was very remarkable. Many of the beats 
were scarcely perceptible. Not more than twenty to twenty- 
four distinctly perceptible beats could be detected in the 
minute ; a slight indistinct fluttering might be noticed in the 
artery between the perceptible beats. Ou examining the heart 
ic was found to be beating most irregularly, the cardiac 
rhythm being completely disturbed. Many of the ventricular 
contractions were so feeble and incomplete as to be incapable 
of producing any distinct pulsation in the radial artery. The 
heart's impulse was extremely feeble and fluttering; the 
apex-beat in the sixth interspace, three quarters of an inch 
outside nipple. The precise area of cardiac dulness was 
difficult to ascertain from the co-existence of other physical 
signs presently to be mentioned. There were no cardiac 
murmurs to be heard anywhere. 

This patient on admission had a considerable amount of 
albumen in his urine, but no tube casts ; the albumen com- 
pletely disappeared from the urine after two days' rest in 
bed, and never reappeared. Both legs were anasarcous, and 
pitted deeply on pressure. 

The liver was greatly enlarged, and the liver dulness 
extended to between two and three inches below the costal 
margins. 

There were physical signs of the presence of a very large 
fluid effusion into the right pleural cavity, and of a smaller 
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effusion into tbe left. Now, with all these grave symptoms 
and striking physical changes in important organs, what was 
most remarkable in this case was the good state of the 
patient's general condition. He did not, as patients say, 
'* feel ill in himself." He had no pain, no fever, no rise of 
temperature; his tongue was perfectly clean, his appetite 
fairly good, his bowels regular, his head clear. What, then, 
was the origin and cause of these morbid appearances ? 

He certainly had no renal disease, although on his admis- 
sion he had albuminuria ; but he had no tube casts in his 
urine, and its sp. gr. and colour were normal, and the 
albumen wholly and rapidly disappeared after two or three 
days' rest in bed. The albuminuria was, then, clearly due to 
temporary passive renal congestion. Soon after the dis- 
appearance of the albumen, and as soon as the cardiac tone 
had been a little improved by rest and treatment, the ana- 
sarca of the lower extremities disappeared, and did not return. 

Beyond the mere enlargement he had no other evidence 
of liver disease, and this condition was, like that of the 
kidneys, doubtless one of passive congestion. 

He had had no symptoms of pleuritis, no fever, no pain, 
no consfh ; we could only conclude that the fluid effused into 
both pleural cavities was dropsical and due to passive con- 
gestion. This pleural effusion may, however, have been 
contributed to by the renal congestion. 

We were thus brought back to the morbid state of the 
heart as the sole and essential cause of all these morbid 
phenomena. Here were well-marked evidences of cardiac 
asthenia and dilatation, but not the slightest evidence of 
valvular lesion. The lesion, whatever its cause, was certainly 
a lesion of the myocardium. Now such a condition of 
heart, so far as my experience goes, is excessively rare in a 
young and otherwise strong and healthy man ; and although 
his work was hard and called for considerable muscular 
effort, it was work to which he had been long accustomed, 
and the effect of steady regular work on the healthy heart of 
a man of this age is to cause hypertrophy, and not dilatation 
from asthenia. 

The only possible way, at least so it appeared to me, of 
accounting for his state was by the supposition that exposure 
to some infectious disease, the original symptoms of which 
were so slight and latent as to escape observation, had 
caused defective nutrition of the cardiac muscle, a condition 
of cardiac asthenia ; that with his heart so affected he con- 
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tinued his ordinary laborious work, and so induced the acute 
dilatation of which we had such striking evidences. 

Such an infective malady has recently been repeatedly 
prevalent amongst the population of this city, a malady 
which in some persons followed so latent and quiet a course 
that it was scarcely noticed, and one which was most prone, 
as I have shown, and as, indeed, is generally admitted, to be 
followed by greater or less degrees of cardiac asthenia. 

This patient, on careful re-examination, admitted that 
daring the influenza visitation of last spring he was laid up 
for three days with pain in his back, but paid little attention 
to it, thinking it a common cold. The further progress of 
this case may be briefly told. 

With so large an accumulation of fluid in the right pleural 
cavity, and ^ith a considerable quantity also in the left, I 
thought it advisable to remove a portion of the fluid from 
both, in order to permit a fuller expansion of the lungs, and 
80 afford, as 1 hoped, a certain aid to the circulation. Mr. 
Whitfield, our house physician, removed by aspiration on one 
occasion 72 and on another 54 oz. of fluid from the right 
pleura, and on the next day after the first aspiration 20 oz. 
from the left. 

As soon as this fluid was removed, and for some days 
afterwards, we heard very coarse and loud friction-sounds 
over the upper part of the right lung in front, and over the 
left lung in the axillary region. This at first rather surprised 
me, for there had been no symptoms of acute pleuritis, and 
yet we had the clearest evidence of a considerable deposit of 
lymph (of inflammatory exudation) on the pleural surface, in 
connection with fluid effusion, which certainly appeared to 
have been passive and of the nature of a dropsy. It has 
been suggested to me that under certain circumstances the 
mere passive exudation of normal serous fluid may be 
capable of exciting exudative inflammation in a serous mem- 
brane. But I am disposed to doubt this. Was the serum 
exuded in this case absolutely normal serum f May not some 
product of the infective disease, which we assume to have 
existed, have modified the serum exuded, and been perhaps 
itself eliminated in this exudation f Or there is another 
consideration bearing on this circumstance : may not the renal 
congestion have led to the retention in the blood-serum of an 
undue proportion of some of its constituents, and so rendered 
it abnormiJ and irritant f 

As there were signs of some re-accumulation of fluid in 
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both pleural cavities after the aspirations^ I did not have 
them repeated^ and for this reason. As the cardiac condition 
did not appear to be improved thereby, I thought it would 
be unwise to continue with drawing fluid from the pleura until 
we had decidedly improved the cardiac tone; for if each 
withdrawal of fluid were to be followed by a re-accumulation, 
we should be, as it were, bleeding the patient into his own 
pleurae, and thereby weakening instead of strengthening him. 
I had, however, a few flying blisters applied, and afterwards 
iodine painted freely over the chest, and at the same time we 
gave the patient full doses of iron, quinine, strychnine, and 
digitalis, a good diet, and, of course, absolute rest in 
bed.* 

The fluid, under this treatment, steadily but very slowly 
disappeared, and his respiration was soon reduced to 18. 
The anasarca of the lower limbs quickly and entirely disap- 
peared. The liver enlargement also disappeared, and the 
cardiac tone was greatly improved. He was able to get up and 
walk about. The heart-beat and the pulse, however, remained 
very irregular and intermittent, and continued so till only a 
few weeks ago, when he came to the hospital from a conva- 
lescent home, expressing himself as feeling quite well, but 
the action of the heart was not satisfactory. 

A profound injury has undoubtedly been done to the 
muscular force of the heart in this case, and although there 
never has been any evidence of valvular defect, it will, I 
believe, be a long time before the heart can be restored to its 
normal tone, if, indeed, this ever takes place. The chief 
points in this man^s favour are his age and his otherwise 
sound constitution. 

In considering the nature of the morbid changes which 
occur in the heart in these cases of *^ post-grippal" cardiac 
asthenia, it is well to remember that analogous conditions 
have been observed to • follow attacks of other infective 
maladies, such as variola, diphtheria, typhoid fever, and 
scarlet fever. 

At the moment I was engaged in writing this paper I 
received from Dr. Huchard, the well-known physician of the 
H6pital Bichat of Paris, two very suggestive and interest- 
ing reprints bearing on this subject ; one a study of Degene- 
ration of the Myocardium, and the other on Some Clinical 
Forms of Infective Infltienza. 

* Qninins, 2 gr.; Liq. Strych., v\y; Tr. Digitalis, mzr; Tr. Ferri Perch., ntxx; 
Aq. Chlorof ., ^ : ter die. 
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He makes a suggestion that the morbid state of the myo- 
cardium caused by these infective fevers is due to an affec- 
tion of the coronary arteries and their branches of the nature 
of a sclerosing arteritis — an endarteritis which leads to thicken- 
ing of the inner tunic of the small arteries, and so to the 
accumulation in them of white blood -corpuscles and fibrinous 
plugs, thus narrowing considerably their calibre or obliter- 
ating them altogether ; and that these multiple thromboses 
may cause hsemorrhagic infarctions, or at any rate an anaemic 
state of the muscular tissue, a condition favorable to fatty 
degeneration. Degenerative myocarditis may, then, have 
two causes : 1st, inflammation ; and 2nd, defective sanguineous 
ii*rigation from obliteration of the small arteries.* 

It has also been shown that an acute arteritis started by 
an infective disease may pursue a slow and chronic course, 
and become later on a cause of general or partial chronic 

arteritis.t 

An Italian observer, Rattone, has seen certain germs, like 
Eberth's bacillus, lodged in the vascular endothelium or iii 
the vasa vasorum. 

If these morbid conditions observed after influenza are 
associated, as seems quite possible, with lesion of the coro- 
nary artery and its branches, it may account for the pseudo- 
anginal nature of the symptoms some of our patients have 
complained of, and for some of the cases of somewhat sudden 
death that have been reported, as well as account for the 
exceedingly slow progress others make towards recovery. 

Some clinical forms of infective influenza have been very 
fully described by Huchard, and amongst these what he 
terms a cardiac form {grippe cardiaque).X This form, during 
the acute period, is accompanied by gi*eat tendency to faint- 
ing, and even to fatal syncope. More commonly, however, 
there are simply evidences of great cardiac asthenia, slow- 
ness of pulse, and attacks of irregular and intermittent action 
of the heart (arhythmic). He has noted also "grave sym- 
ptoms of cardiac collapse, and sometimes even of painful 
attacks resembling angina pectoris.^^ 

One of those very grave cases of cardiac collapse to which 

* Hnchard, Les causes de VarUrio-seleross et de* eardwpidhies arUrielles, 
Pwrii, 1891. 

t Landonzy and Siredey, Complieations angiO'CardiaqusM de la flevre 
tffpkoide. 

X " Sar qaelqnes formes cliniqnes de la g^ppe infectiease/' Bmlletine et 
MSmoires de la SoeiStS MSdieale dee Hdpitaux de Paris, Stance da 24 Janvier, 
1890. 
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he was called in in consultation he believes was saved by 
repeated injections of ether — five injections one after the 
other, following injections of caffeine. 

A condition of palse was noticed by him in some of these 
cases which I have also observed — what may be called an 
unstable pulse. When the patient moves from the horizontal 
to the vertical position the pulse-rate will immediately rise 
from 80 to 120 or 130 ; this is a sign of cardiac debility and 
of diminished arterial tension. 

In considering the cause of this condition of cardiac 
asthenia, while admitting that it may be due to a myocarditis 
dependent on the infective malady, we are more disposed to 
believe, as Hnchard does, that it depends on a lesion of 
innervation, either a paresis of the vagus, or a disturbance of 
the functions of the medulla oblongata. In the latter case 
the patients may, as we have said, succumb rapidly and 
suddenly to a kind of paralysis of the heart. 

When the vagu^ is involved two different conditions may 
be observed : sometimes it appears just as if the vagus had 
been divided, and the pulse is " rapid, small, and unequal ;" 
at other times there appears to be rather a state of excite- 
ment of the vagus, and the pulse is remarkably slow, as in 
some of the cases to which I have alluded. There is, further, 
the condition of instability of the pulse to which allusion has 
just been made, and which is no doubt due to lowering of the 
arterial tension, one of the most important clinical characters 
of influenza. 

I may now, perhaps, be permitted to offer a few remarks 
as to the treatment and management of those cases of cardiac 
asthenia occurring in connection with influenza. 

In the first place, I would say that I have seen fewer 
serious sequelae in patients who have been given and who 
have been able to take an adequate quantity of quinine, in a 
suitable form, during the acute attack, and who continued its 
use well into the period of convalescence. 

The next point that I would insist upon is that the patient 
who shows any sign of cardiac asthenia should have adequate 
rest, but I think we hardly realise what is adequate rest when 
it is a question of an enfeebled cardiac muscle. 

In convalescence we advise change of air, and excellent 
advice it is ; but with that prescription we ought to prescribe 
an easy chair, a couch, and a hammock. Unfortunately we 
often allow such patients to amiu^se themselves by taking 
various kinds of exercise, when we ought to forbid them even 
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to walk more than a few handred yards a day. Instead of 
fresh air and exercise in these cases^ we should order fresh 
air and rest. 

The thing is so common and familiar that perhaps we 
hardly reflect sufficiently on the fact that^ compared with 
other muscles in the body^ the cardiac muscle never rests^ or 
rests only in a relative manner. Therefore, as rest is the 
best of all means for the restoration of an injured organ, we 
should so manage our patient that his heart should obtiain the 
gfreatest amount of relative rest possible; and the greater 
the cardiac asthenia, the longer must the period of rest be. 

As to medicines : I prefer strychnine to all others, com- 
bined with some quinine and the milder forms of iron. (Ten 
grains of citrate of iron and quinine and 3 to 5 minims of 
Liquor StrychDiuas thrice daily is, I think, as good a pre- 
scription as you can write for the majority of cases.) I have 
seen arsenic act well in those who could not tolerate quinine. 
In such grave cases as the one I have related full doses of 
digitalis were needed to steady the heart and regulate its 
rhythm, and the anaemic and feeble condition demanded also 
urgently large doses of iron, to which were added full doses 
of quinine and strychnine. 

In the grave syncopal cases, of which I have happily had 
no personal experience, injections of ether and caffeine are 
extolled by Huchard. 

He formulates the three following indications for treat- 
ment in these cases generally : 

1st. Stimulation of the nervotis system by injections of 
ether, injections of strychnine, and the administration of 
arseniate of strychnine ; 

2nd. Stimulation of the blood-vessels by injections of 
ergotine; and 

3rd. Stimulation of the heart by injections of caffeine. 

Our remedies, he urges, should act especially on the 
nervous system in these cases of '^ post-grippaV asthenia; 
and they should be the preparations of strychnine, caffeine, 
phosphide of zinc, and other phosphates. He has used hypo- 
dermic injections of strychnine in severe cases. Caffeine, he 
maintains, acts on the heart through the nervous system ; he 
gives 4 gr. with 4 gr. of benzoate of soda four times a day, 
or by hypodermic injection. He uses for this purpose a 
solution made by dissolving 60 gr. of caffeine and 45 of 
sodium salicylate in 90 minims of water ; 30 minims should 
be injected six or eight times a day. 

VOL. XXV. 13 
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I am aware that tliis paper contains bat a very imperfect 
notice of one of the many clinical features of the mysterious 
and remarkable epidemic which seems to be still lingering 
in oar midst. I hope^ however, it may not be useless as a 
record of these phenomena, and may be deemed worthy of a 
place in the Transactions of this Society. 
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XXXrV. — A case in which an affection of the Kidney 
presented points of resemblance to the pJienomena 
obsei^ed in Baynaud^s disease. By Howard Mabsh. 
Bead March 25, 1892. 

IN the twentieth volume of the Transactions of this Society 
I recorded the earlier part of a case which I am now able 
to complete, and the facts of which I think are worthy of 
discussion. 

The patient, an unmarried woman of 25, was originally 
admitted into St. Bartholomew's Hospital in June, 1886, with 
the symptoms of stone in the left kidney. These were — (a) 
Pain in the left lumbar region, present since she was thirteen. 
(6) Very severe paroxysmal exacerbations of this pain, occur- 
ring sometimes without obvious cause, but usually provoked 
by movement. During these attacks, which lasted from an 
hour to fifteen hours, she sat in a crouching position, or lay 
on her side with the limbs drawn up. After them she was 
cold, prostrate, and feeble, (c) Painful and frequent mic- 
turition — the urine during the attacks being passed six or 
seven times in the hour, {d) Pus and blood in the urine. 

Believing the kidney contained a stone, I undertook an 
exploratory operation, using, to gain room, an incision in the 
mid-axillary line, instead of the usual one further back in the 
lumbar region. The kidney, however, could nowhere be 
found. As the symptoms continued, a few weeks later I 
opened the abdomen in the middle line, and then easily 
found the kidney, and I also learnt why I had missed it 
before. It was very small and freely moveable, and had no 
doubt been carried up with the peritoneum when the deeper 
parts of the wound were retracted. No stone could be felt : 
but as the kidney was atrophied and useless I determined to 
remove it, after ascertaining that the right was present and 
apparently healthy. 

The patient made a good recovery, and was discharged in 
September, 1886. On examination the kidney was found to 
contain three small calculi, about three times the size of a 
grain of wheat. 

The main point that seemed noteworthy in the case, so far, 
was that such severe symptoms should be connected with an 
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atrophied moveable kidney containing only three calculi^ so 
small that they mighty as it seemed^ have been easily passed. 

At this point the former acconnt closed. 

A month later^ howeyer^ the patient was readmitted with 
pain in the right (remaining) kidney and with scanty 
secretion of nrine^ but she soon improved^ and was discharged 
in November. In December she was again admitted with 
severe renal colic, and almost complete suppression of urine. 
In January^ 1887, the right kidney was explored from the loin, 
but nothing was found. 

After this the symptoms subsided, and the patient worked 
as a household servant till the end of December, 1889. During 
this period she was pretty well, but she occasionally suffered 
with severe pain, hsematuria, and partial suppression of urine. 
These symptoms were generally relieved by a hot bath and a 
few hours' rest in bed. But on January 29, 1890, she was 
admitted again, on account of an attack of unusual severity. 
She had such severe pain that she almost fainted ; pulse 130; 
vomiting and great headache. On February 1 she passed 
only 11 oz. of urine. The note of February 3 states that she 
had passed no urine since February 1 till 10.20 a.m. that 
morning, when she passed 25 oz., sp. gr. 1030, acid, trace of 
blood. For several days she was in much the same state^ 
passing sometimes a fair amount of urine and complaining of 
less pain, at other times suffering severely and having almost 
complete suppression. 

February 13. — ^Very severe pain for several hours; 40 oz. 
in twenty-four hours. 

February 14. — Much less pain ; 40 oz. of normal urine in 
twenty-four hours. 

February 17. — ^Pain still very severe; 60 oz. in tweniy- 
f our hours ; no albumen or blood. 

March 4. — Has been in much less pain ; urine in fair 
quantity ; now has a very severe attack of pain. No urine 
passed between 12 p.m. on 2nd and 11 p.m. last night (twenty- 
three hours), then 18 oz. Temp. 102-6°. 

March 5. — No urine from 11 p.m., 3rd, to 6.30 this morn- 
ing ; then only 8 oz. 

March 11. — ^Pain severe ; 8 oz. in forty-eight hours, loaded 
with blood. She then passed no urine for twenty-four hours, 
and then 16 oz. loaded with blood. Sp. gr. 1020. Micturition 
very difficult and painful. 

March 17. — Much better; urine in normal amount, and 
passed with much less difficulty. 
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March 27. — After little snffering for ten days, now severe 
pain, vomiting, and faintness; urine scanty, loaded with 
blood ; micturition painfnl and difficult. 

April 21. — ^Has been much better ; urine gradually became 
free from blood; passed two small fragments of calculous 
substance. 

April 29. — Severe pain with vomiting. No urine for 
thirty hours. 

May 29. — Has been more free from attacks ; complains of 
much headache. Temp. 101° to 102°. 

June 23. — Still pretty well ; but, on being allowed to be 
up, she had severe pain, and had to return to bed. 

July 1. — As the attacks continued I exposed the kidney 
by an incision through the right linea semilunaris. The 
kidney seemed healthy and only moderately hypertrophied ; 
no dilatation of the ureter ; no stone found on free explora- 
tion with a needle; wound healed by primary union. 8th, 
passed 33 oz. ; 10th, 55 oz. Allowed to be up. 

For the remainder of July and during August she seemed 
pretty well. 

September 12. — Allowed to go out into the hospital square, 
but vomited five or six times in the evening, and had sup- 
pression for several hours ; urine contained much blood, and 
was passed with much pain and difficulty. 

For the rest of the month pain was severe, the urine con- 
tained blood, and she grew very weak. 

November 14. — Complained of tenderness over caecum; 
there was dulness on percussion, and the bowels were con- 
stipated. Sp. gr. of urine 1019. 

November 18. — No urine passed since the night of the 
16th; pain severe; pulse weak and intermittent. Urine 
to-day contains mucus, epithelial cells, and blood-corpuscles, 
but no casts. Sp. gr. 1024. 

December 13. — No urine for fifty-two hours. Temp, this 
momiug 99*6°, last night 102*6°. Hallucinations yesterday. 

December 15. — Urine still in very small quantity and con- 
taining blood. Pulse 160. Complains of general abdominal 
pain. 

December 19. — Eight oz. of urine yesterday, containing 
very little blood. Much abdominal pain; passing urine 
freely to-day. Sp. gr. 1010, acid; a trace of albumen. 

February 6. — Only 2 oz. of urine in twenty-four hours. 
Sp. gr. 1030; contains much blood. 



198 Mr. Howard Marsh's Case of Affection of the Kidney. 

Pebrnary 10. — Pour oz, of nrine. Temp, last night 
102-2°, this morning 99-8°. 

Pebrnary 14. — The kidney was explored again to-day ; 
the ureter was opened 2 inches below pelvis, and a long 
probe passed down it, but there was no obstruction. The 
substance of the kidney waB then incised, so that the pelvis 
and calicos could be exploi^d with the finger, but no stone 
was found. The opening in the ureter was closed with two 
fine satures. 

Pebrnary 16. — Patient much collapsed after the opera- 
tion, but she has rallied. No urine passed, but some has 
soaked into the dressings. 

She gradually sank, and died on 17th. 

Post-mortem examination by Mr. Bowlby. Thoracic 
viscera normal. General adhesions, especially in the right 
iliac fossa. Here also there was much brownish fluid, 
evidently faecal. Purther examination showed that this came 
from an open and ulcerated vermiform appendix, around 
which was much inflammatory thickening. It was evident 
that a collection of inflammatory exudation had been liberated 
at the time of the operation through interference with coils 
of adherent intestine. The right ureter was a little dilated 
and bound down by fibrous tissue near the cae^sum. The 
right kidney was large and pale, but otherwise healthy. It 
contained no calculus or gravel. Around the uterus were 
many old adhesions fixing it to the neighbouring parts. The 
rest of the viscera were healthy. (I may add that the mischief 
about the appendix had apparently occurred in the previous 
November, when symptoms referable to appendicitis had been 
present.) 

Remarks. — These notes show that between the ages of 
thirteen and twenty-five the patient suffered with pain in the 
left loin ; that when she came under notice in 1886 she had 
symptoms of stone in the left kidney ; that the kidney was 
found small and moveable, and was removed; that it con- 
tained three small stones; that within two months she 
returned with severe pain in the right kidney, hsematuria, 
and scanty secretion of urine ; that she left relieved by rest, 
but was readmitted two months later with the same symp- 
toms ; that for the next three years she continued to suffer 
with paroxysmal renal colic so severe that she sometimes 
fainted, accompanied with hsematuria, and frequent and pain- 
ful micturition, and that during these attacks she either 
passed very little urine, or went for long intervals — from 
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fifteen to fifty hours — without passing any at all ; that these 
periods of pain^ hsBmatoria^ and partial or complete suppres- 
sion of urine gradually became more frequent, occurring 
during 1890 at very short intervals; and that when she died 
in February, 1891, after an exploratory operation, nothing 
was found, post mortem, that seemed to explain her symp- 
toms — ^the kidney appearing to be healthy, and there being 
no stone, or any evidence that the ureter had ever been 
materially obstructed. 

Other important points were that the kidney occupied its 
usual position and connections, and that the specific gravity 
of the urine all along was 1015 to 1025; that on one occasion 
she passed a small stone, and on another two small bits of 
calculous material from the right kidney, but that after these 
were passed her symptoms underwent no change, except that 
they gradually increased so much in severity that on several 
occasions she was for many hours apparently in almost a 
dying state. 

With these facts before us, how is this case to be inter- 
preted? When the left kidney had been removed and 
examined, the facts that it had been freely moveable, and that 
it contained some small stones, seemed to offer an adequate 
explanation of the symptoms which had been observed, and I 
think the left kidney may be dismissed. But when we turn 
to the right kidney it appears very desirable to ascertain, if 
possible, to what cause the symptoms which were connected 
with it should be ascribed. 

1. I have not found any case in which such symptoms — 
intense pain, copious intermittent hsematuria extending over 
between two and three years, and intermittent suppression of 
urine, lasting many hours at a time — ^have been due to a 
moveable kidney. Besides, this kidney was not moveable. 

2. Such symptoms might, no doubt, be produced by a 
calculus. In respect to this the facts are that the patient on 
two occasions passed small calculi, but after these occur- 
rences the symptoms still continued, and yet, as the result 
showed, no stone was present ; nor was there any dilatation of 
the ureter, as I think there must have been if the outflow of 
urine had been obstructed by a calculus. In short, the sym- 
ptoms seem to have evidently not been due to any mechanical 
cause; they point rather to some profound vaso- motor dis- 
turbance. 

3. Attention was prominently drawn to the subject of vaso- 
motor disturbance in the fingers and toes and other peripheral 
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parts, in 1862, by Raynaud, who, as we all remember, described 
symmetrical gangrene as a neurosis in which the normal excito- 
motor functions of the spinal cord, by which it presides over 
the vaso-motor nerves, is exaggerated. 

4. The value, however, of Raynaud's contribution to 
pathology appears not to be limited to the remarkable cases 
he described, but to consist in his clear recognition of the 
fact that profound disturbances of the vaso-motor system are 
liable to occur, and to produce grave and notable clinical 
phenomena; for it seems probable that not only the peri- 
pheries, but other districts also of the circulation may be the 
seat of disturbances similar to those which he recorded, and 
that his observations may thus have a wider application than 
he was aware of. 

5. A remarkable fact respecting Raynaud's disease is its 
frequent association with intermittent hsematinuria or hasmo- 
globinuria, in which the urine contains the colouring matter 
of the blood and a browii sediment of disintegrated red cor- 
puscles. In regard to this. Dr. Fagge (vol. ii, p. 590) remarks, 
" There can be no doubt that this singular disorder (inter- 
mittent haematinuria), in its most characteristic idiopathic 
form, is closely related to the local asphyxia with symme- 
trical gangrene which was described by Raynaud;" and 
Dr. Barlow {Clin. Soc. Trans., vol. xvi, p. 186) says, ^' I am 
not so foolish as to say that Raynaud's disease and inter- 
mittent hasmatinuria are the same disease, but only that they 
are allied diseases." I think, however, that it may be per- 
mitted to one who, like myself, is in search of information, 
to ask whether intermittent haematinuria may not, after all, 
be merely one of the phenomena of Raynaud's disease, just 
as symmetrical gangrene is ? 

6. Members present may remember the very important 
point, that Dr. Southey has already recorded a case in which, 
instead of haematinuria, true haematuria (that is, the passage 
of red blood-cells with the urine) was met with in a case of 
Raynaud's disease {Clin, Soc. Trans. , yo\. xyi, ]p. 173). His 
words are — " The urine passed early this morning contained 
blood-cells enough to bestow a distinct blood-colour, but no 
casts could be discovered." The haematuria in Dr. Southey's 
case was neither so free nor so persistent as it was in the 
case I have read, but its occurrence shows that haematuria 
may, as a matter of fact, replace haematinuria in Raynaud's 
disease. 

7. The feature of intermittency, or of paroxysmal recur 
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rence^ so marked in the case I have read^ is often conspicnous 
in Raynaud's disease. In a case of Dr. Sonthey's {St. Bartholo^ 
mew's Hospital Reports, xvi, p. 16) the patient's fingers became 
the seat of almost unbearable pain^ and '^went black" for about 
an hour on successive days, and then recovered; while ''during 
her journey to the hospital, having been normal before, the 
skin of both shins and calves became blue-black, as if it had 
been badly bruised." And in another the fingers suddenly 
became painful, and assumed a dark livid colour, which, how- 
ever, disappeared in an hour or two. In all three of Dr. 
Barlow's cases the paroxysmal character of the affection was 
equally well marked ; for example, it is stated that the attacks, 
in one instance, occurred mostly in the afternoon, and that 
many passed off in less than an hour, while the longest dura- 
tion was seven hours. Indeed, Dr. Barlow remarks that the 
essential clinical note of Raynaud's disease, at all events, 
primarily, is the paroxysmal character of the circulatory 
disturbance. 

8. Paroxysmal pain, which was very severe in my case, is 
often a very marked feature in Raynaud's disease. It is 
described as a severe aching and burning pain, or a sharp 
burning pain of extreme intensity, and almost unbearable, 
while in one case (Southey) it led to convulsions. 

9. Many cases which are now on record unite in showing 
that Raynaud's disease is neither constantly symmetrical 
nor confined to distal parts, such as the fingers and toes and 
the rim of the ears, but that it may affect various districts of 
the circulation. Thus in a case noticed by Dr. Southey 
in a child of three, ''brown patches resembling bruises 
came out over her whole body except her head, and she was 
left with scars upon her shoulders, in the lumbar regions, and 
upon the dorsal aspect of both her thighs." Of another 
patient Dr. Southey records that " her nose bled frequently 
for over a period of two weeks, then the tips of her fingers 
and toes were noticed to be red" {St. Bartholometo's Hospital 
Reports, xvi, 23) ; while in one of Raynaud's cases, quoted 
by Dr. Barlow {Trans. Clin. Society, xiv, 185), " after charac- 
teristic attacks involving the extremities had occurred during 
two or three months, the patient began to suffer from ocular 
disturbances, vision between the attacks being troubled and 
confused," and ophthalmoscopic examination showing " con- 
siderable narrowing of the arteria centralis retinae and its 
branches, while partial momentary ' strangulations' could be 
seen at tunes." 
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10. The dnration of Baynaud's disease may be very pro- 
longed. In one of Sonthey's cases it extended over two and in 
another upwards of four years. The kidney affection in my 
case lasted upwards of four years. 

11. In several cases of Baynaud's disease crystals of oxa- 
late of lime or of uric acid were found in the urine during 
attacks of haematinuria. 

I am not prepared to maintain that the case I have read 
owned the same pathology as the cases that have been grouped 
under the head of Baynaud^s disease. On this point I should 
be glad to hear what others think, but certainly a very strong 
resemblance presents itself. 

Leaving its pathology, I must aUude— but I will do so very 
briefly — ^to the case in its clinical aspect. From this point of 
view it may serve as a useful warning. The symptoms ob- 
served were those which are currently regarded as indicative 
of calculus producing obstruction. The case, however, belongs 
to, and is perhaps the most notable hitherto recorded of a 
group of cases in which severe paroxysmal pain and various 
other symptoms referable to the kidney have been present, 
but of which no adequate explanation could be given. 
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XXXV. — A case of Floating Kidney j treated by a new 
mode of Nephrorrhaphy. By J. W. Washbourn,M.D., 
and W. Aebuthnot Lane, M.S. Bead April 8, 1892. 

MA. B., a married woman^ sat. 44^ came under the care 
• of Dr. Washboum in Gay's Hospital on February 12, 
1891, complaining of a very painful lump in her abdomen. She 
had had eight children, and her labours had all been normal 
and easy. About six months before admission she was seized 
suddenly with pain in the back, which recurred every morning 
as soon as she got out of bed. She gradually lost flesh, and 
her appetite failed. In the end of March she had a violent 
paroxysm of pain which she referred to the right side of the 
abdomen, where a lump could be felt. On admission an ovate 
tumour was found in this situation. It was very freely 
moveable indeed, and only caused pain when forced upwards 
or downwards. Dr. Washbourn considered that it was a 
moveable kidney, and Mr. Lane, being asked to see the case, 
concurred in this diagnosis. 

He operated on the patient on February 28, and having 
been somewhat disappointed with the results of the usual 
methods of attaching moveable kidneys, made use of what 
seemed to him to be a novel and very effectual means of pre- 
venting subsequent mobility of the organ. 

He freely exposed the kidney, which was very moveable, by a 
lumbar incision, and after removing carefully all the fat, 
fascia, and areolar tissue which intervened between the kidney 
and the muscular wall of the abdomen, he made a consi- 
derable number of incisions through the capsule covering 
the posterior surface of the kidney radiating from its centre, 
so that this portion of the capsule was subdivided into about 
ten triangles, the bases of which corresponded to the margin 
of the kidney. These were stripped off the organ, and were 
left connected to it by their bases only. Each of these 
triangular processes of capsule was twisted so as to prevent 
it tearing, and to each a silk ligature was attached. This 
formed a secure attachment, and much strain could be exerted 
on each ligature without the section of capsule to which it 
was attached showing any sign of yielding. 

At regular intervals, corresponding to the attachments of 
the segments of the capsule, small incisions were made through 
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the transversalis muscles and superjacent stmctareSj and 
throngh each a ligature with the attached portion of capsule 
was drawn. The adjoining ligatures were then tied firmly 
together. By these means the posterior surface of the kidney 
bared of its capsule was retained immoveably in firm^ accurate, 
and immediate contact with the transversalis aponeurosis and 
muscle, and the cut margins of the more superficial muscles 
by the several anchoring processes of the capsule. 

Nothing could have been more satisfactory than the 
progress made by the patient after the operation ; the kidney, 
the mobility of which was such as to render a successful residt 
unlikely, remained fixed firmly and immoveably in the position 
in which it was originally attached, while the woman was 
relieved from the distressing symptoms which she said had 
rendered her life almost unendurable. 

She rapidly gained weight and strength, and led a very 
active life for a year without experiencing any return of her 
pain. She was given instructions to avoid lifting any heavy 
weight, and these she followed out pretty carefully. One 
day, however, forgetting her old trouble, she thoughtlessly 
moved a very heavy piece of furniture, and strained hersefi 
in doing so, hurting herself in the region of the cicatrix of 
the operation. She then felt some of her former pain, and 
fearing its return in its orignal severity she begged to be 
operated on again without delay. On examining her abdo- 
men after the injury the lower end of the kidney could be 
felt at the level of the crest of the ilium on deep palpation, 
and it was rendered more distinct by forcibly depressing the 
cicatrix in the loin. The kidney was not abnormally move- 
able, however. Fearing that it was beginning to become 
loose again, Mr. Lane cut down on it, and found that it was 
as intimately and inseparably connected to the abdominal 
wall as it was when le^ fixed at the original operation. It 
was certainly less moveable than normal, for the reason that it 
was embedded in fibrous tissue, and the surface of the organ 
could not therefore be seen. No cause was found to account 
for her slight discomfort, and since this exploratory opera- 
tion the patient has had no return of it. It seems probable 
that the kidney was squeezed or bruised when she lifted the 
box, and that led her to suppose that the pain was returning. 
It is pretty obvious that, whatever operation is performed, the 
patient should not be allowed to lift or move any heavy 
weight, otherwise some of the original pain and discomfort 
may be experienced. 
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XXXVI. — A case of Traumatic Cyst of the Pancreas 
successfully treated by stitching the cyst-ioall to abdo* 
minal parietes and drainage, icith an analysis of the 
pancreatic fluid subsequently collected. By H. 
LiTTLBWooD, F.R.C.S. Bead April 8, 1892. 

HENRY M., set. 38, a groom, admitted under the care 
of Mr. Hartley to the Leeds Infirmary in July 23, 
with this history. Whilst training a horse to jump, he was 
thrown, the horse stamping on him with his hind feet, strik- 
ing him over the left side of his abdomen at the upper part. 
He was picked up, stunned for the moment, and brought to 
the Infirmary in the ambulance. 

Note on admission. — ^There is a fracture of the sixth rib 
of the left side. A good deal of bruising of the back in the 
lumbar region. Tenderness over the front of abdomen on 
the left side in the hypochondriac and lumbar regions. 
Muscles over this region rigid. No abnormal swelling could 
be felt in abdomen. No vomiting. Passed urine. No 
h»maturia. 

July 24. — Had a bad night. A great deal of pain in left 
side. No distension. Muscles very rigid. Small dose of 
opium ordered. Milk diet. 

July 25. — Bowels slightly moved this morning. Patient 
looks anxious and distressed. Great pain in left hypo- 
chondrium this evening. Abdomen seems slightly distended, 
especially about epigastrium. No vomiting. Temperature 
gradually rising. Morphia, | gr., hypodermically given. 

July 26. — Temp. 100®. Evident abdominal distension. 
Tenderness over epigastrium. Pulse rapid and wiry. Abdo- 
men quite rigid on the left side. Nothing can be made out 
by palpation. No abnormal dulness. Tenderness over back 
diminishing. No vomiting. Bowels constipated. Purga- 
tives ordered, and morphia to allay pain. 

July 27. — ^Bowels not having been opened, enema given, 
followed by copious evacuations. Nothing abnormal noted in 
fceces. 

July 28. — A little better this morning. The abdominal 
distension seems limited to the upper part of the abdomen. 
Still tender in this region. Enema given, followed by two 
evacuations. 
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July 30. — Patient has improved the last two days. The 
percassion note over the epigastrium is not so resonant. 
There is a decided fulness^ and the aortic pulsation is very 
marked in this region. 

August 2. — Bowels moved twice to-day. General condition 
remains the same. 

August 4.— Vomited to-day after having had milk and 
soda. Pain in the epigastrium more severe. The distension 
in the epigastrium and left hypochondrium is rather more 
marked^ and percussion over the centre of the distended part 
is slightly dull. 

August 5. — ^The distension this morning is well defined. 
It forms an oval-shaped swelling lying across the epigastric 
and left hypochondriac regions. There is a variable dulness 
about the centre^ but not absolute. An exploring needle 
introduced into centre of prominence {i.e. a point rather 
higher than halfway between the umbilicus and ensiform 
cartilage) ; a syringe-full of dark blood removed. 

Mr. Hartley going away the next day^ the case was handed 
over to my care. 

August 10. — Patient has remained much in the same con- 
dition for the last few days as he was before the exploratory 
puncture. This morning, however, the swelling is found to 
be much more prominent, quite duU in percussion, and tense 
on palpation. 

August 12, 11.30 A.M. — Patient is much worse this morn- 
ing; he is lying on his right side with his left knee drawn 
up ; says he cannot bear to turn either on his left side or 
back. Complains of great pain and tenderness in abdomen. 
There is a swelling which can be seen and felt occupying the 
upper part of umbilical and lower part of epigastric regions, 
chiefly on the left of the middle line ; the most prominent 
point about midway between the umbilicus and seventh left 
costal cartilage. It extends about 1^ inches beyond the 
middle line and into the inner parts of the left hypochondriac 
and lumbar regions. It apparently fluctuates. Dull on per- 
cussion, the dulness extending round to the back on the left 
side ; the upper limit of dulness varies with the movements of 
the diaphragm. 

Patient complains of attacks of pain coming on every few 
minutes, commencing below the left costal margin, which 
causes him to gasp for breath. Respirations 36 ; pulse 108. 
Swelling aspirated over the most prominent point, and 10 oz. 
of fluid removed, of a dark sage-green colour, viscid, sp. gr. 
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1015, alkalme; odour peculiar, somewhat like mushrooms, 
suggestive of a digestive process. 




DugraDi showing' altaation of tlie tumt 



—After a consultation with Mr. Jeasop, Mr, Atkin- 
& 3 Mr. W, H. BroivQ, it was decided that the abdomen 
ittootd be opened without delay. The probable diagnosis of 
& traumatic pancreatic cyst was made. Patient under ether, 
Mr. Moyniban, the resident surgical officer, assisting, I made 
a median incision into the abdomen above the umbilicus; 
the incision, with the subsequent extension downwards, mea- 
sured about 3 inches in length. On opening the peritoneum 
the omentum was seen to be tightly stretched across the front 
of the cyst, which bulged prominently forwards. The stomach 
was found to be displaced upwards, and transverse colon 
downwards. A vertical opening was torn through the omental 
covering of the cyst about 2 inches in length. A small 
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amoant of flaid had extravasated aroand the punctare. The 
needle of a small exploring syringe was then thrust through 
the cyst-wall^ and a small quantity of fluid withdrawn. An 
opening was then made at this site with a scalpel^ about 1 
inch long, the edges of the opening seized by forceps (the 
cyst- wall was about an eighth of an inch in thickness), the 
fluid allowed to escape. When about a pint of fluid had 
escaped sponges were packed inside the abdomen around the 
opening ; by this means the peritoneal cavity was protected 
from the fluid. About 40 oz. of fluid were collected at the 
operation, making, with the 10 oz. removed in the morning, 
a total of 50 oz. The fluid was of the same nature as that 
removed in the morning. It was subsequently demonstrated 
that the fluid contained ferments capable of digesting albu- 
men and of converting starch into sugar. (An analysis of 
this fluid and the fluid subsequently collected is given at the 
end of the paper.) On introducing the finger into the sac 
the posterior part of the cyst-wall appeared to correspond to 
the back of the abdomen ; the anterior part of the cyst- wall 
was probably formed by a thickening of the peritoneal and 
subperitoneal tissues covering the pancreas (the ascending 
layer of the transverse mesocolon). 

The aorta could be easily felt through the posterior wall. 
The general lining of the cyst-wall was smooth. The finger 
could be passed on the left side below the last rib, and felt in 
this position from the outside. At the bottom of the cyst a 
rough, elongated, corrugated mass could be felt, which on 
inspection through a Fergusson^s speculum was thought to be 
the pancreas. The edges of the opening of the cyst were 
then stitched with fine silk to the peritoneum and deeper 
layers of the abdominal wall at the upper part of the abdo- 
minal incision ; the lower part of the incision was closed by 
five or six silk sutures. After this the cavity of the cyst was 
thoroughly washed out with a large quantity of hot boracic 
lotion by means of a long tube and funnel, and then carefully 
dried by long strips of cyanide gauze, and finally packed with 
the same material, the lower part of the wound painted over 
with collodion, and the whole dressed with a large quantity 
of wool. (The operation was performed just twenty days 
after the accident.) 

August 13. — ^Patient has recovered well from the opera- 
tion, and looks decidedly better. The dressing has been 
soaked through, the fluid being of the same colour as that 
removed at the operation. No abdominal pain. A little 
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sickness. Having only a small quantity of brandy and water 
by the mouth. 

August 14.— Still improving. Dressing soaked through 
twice in the twenty-four hours. Fluid a little lighter colour. 
No distension^ bat a little pain in abdomen. No sickness. 
Having a small quantity of food by the mouth. 

August 17. — Has improved considerably since the last. 
Note : has taken liquid food by the mouth without sickness or 
pain. Fluid soaking through dressing as before. Slight 
excoriation of skin around wound. 

August 19. — Still improving; can now take food well. 
To-day a Bantock's tube, bent at right angles, was introduced 
into the cavity ; this was packed all round with gauze, and 
had a piece of india-rubber tubing and bottle attached to its 
free end to collect the fluid. 

August 20. — b\ oz. of fluid collected in the bottle ; this 
was of a yellowish-white colour, and slightly turbid with a 
deposit. On examination the fluid was found to possess the 
same digestive properties as the fluid removed at the opera- 
tion, but was much more active. (For analysis see end of 
paper.) 

August 21. — Fluid again collected, same as before. 

September 2. — For the last four days has had a painful 
swelling of upper jaw, due to carious tooth; this has disap- 
peared. It is difficult to collect fluid ; it is apparently dimin- 
ishing in quantity, only 1^ oz. of fluid having been collected 
during the last twenty-four hours ; it is now almost clear. 

September 6. — ^Patient seems almost well, gets up, and is 
able to walk about. He is now on ordinary diet. Wound 
healed except a sinus, which is about 2^ inches long. 

September 8. — A celluloid tube fixed to a celluloid plate, 
and attached to a bottle to collect the fluid, has been inserted 
into the sinus ; 4 oz. of fluid collected during the last twenty- 
four hours. 

September 9. — 2 oz. of fluid collected. 

September 12. — Wound is closing up. The fluid still dis- 
charges, but not so fast ; there is great difficulty in collecting 
it. Patient is feeling well, with a good appetite ; has gained 
2 lbs. in weight during the last week. 

September 20. — 1 oz. of fluid. Patient says he has always 
noticed that the flaid collects more quickly in the bottle after 
he has swallowed a good quantity of liquid; e. g. at 4 a.m. he 
has a pint of warm milk with some brandy ; the fluid then 
collects rapidly. No more definite observation than this could 
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be made as to the times of day the greatest amoant of fluid 
could be collected. 

September 22. — ^Yesterday complained of pain in abdo- 
men; this is present to-day. Temp. 101°. No apparent 
cause. 

September 23. — Pain still continues. Temp. 102^. Tube 
removedy as it appeared to be irritating. 

September 24. — Pain continuing. Hot fomentations 
applied to abdomen. 

September 26. — Feels better. Temp. 99°. Bowels well 
opened. 

September 27. — Feels quite well this morning. 

September 28. — Fomentation stopped. 

September 30. — Temp, normal. More fluid in dressings. 
Small drainage-tdbe inserted. 

October 3. — Discharge less. Sinus healing up. Smaller 
tube inserted. 

October 7. — Tube shortened. Patient feels almost well. 

A few days after this, patient was sent to our Convalescent 
Home. The tube was removed^ and the sinus had practically 
healed up when I saw him about three weeks later. Since 
then he has been doing work^ but has been advised not to ride 
again this season. 

The diet for the week after the operation consisted chiefly 
of milk and Benger's food ; after that rice pudding and fish, 
followed in a few days with chicken and chops. On examining 
the fadces and urine on several occasions nothing abnormal 
was noted. 

I think there can be little doubt that the case recorded was 
one of so-called traumatic cyst of the pancreas. The injury 
produced by the horse^s hind feet had lacerated some part of 
the gland, tearing through either a part of the main duct or 
some of the smaller ones ; at the same time a good deal of 
bleeding had occurred, as shown by the blood removed by the 
exploring syringe a fortnight after the injury. After this 
the swelling increased very rapidly, the fluid at the aspira- 
tion eight days later having considerably altered in appear- 
ance ; it was then of a dark greenish colour, and had no naked- 
eye appearances of containing blood. The increase in size 
was probably due to the large increase in the amount of pan- 
creatic fluid poured out, and the altered colour to the digestive 
properties of the fluid acting on the blood. In this case there 
must have been considerable tearing of the pancreas; probably 
the main duct was torn, as the cyst formed very rapidly, and 
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within three weeks (the time elapsing between the injury and 
the operation) it contained more than 50 oz. of fluid. The 
epigastric pain was a marked feature. 

The case read before the Royal Medical and Chirurgical 
Society by Mr. Jacobson brought the subject of pancreatic cysts 
again before the profession, reminding us of the important 
paper by Senn in 1885. After removing the fluid in the 
morning, and again referring to these papers, one had little 
doubt as to the diagnosis of this case. 

So far as I can find out, this is the sixth case recorded of 
traumatic cyst of the pancreas treated by operation. I append 
table of cases. All the cases occurred in males, and all 
recovered. Five were operated on and drained through an 
anterior abdominal wound ; one (Cathcart^s case) was drained 
posteriorly, the abdomen having been first opened in front. 

Had I realised before the operation that the cyst could 
have been so easily opened from behind, as was demonstrated 
at the time by the facility with which the finger inside the 
cyst could be felt behind on the left side just below the last 
rib, I think I should have been inclined to open it in that 
situation. The operation would have been performed in 
a shorter time, and the patient would not have had to run the 
risk of a peritoneal operation. I think it would be a good 
plan, if a pancreatic cyst is suspected, to explore from behind; 
and if any of the fluid is obtained, to make an opening in 
that position. 

I suppose it would scarcely be considered good surgery 
to puncture an intra-abdominal cyst, unless one is ready at 
once to proceed with the operation of opening the abdomen. 
In this case the patient was none the worse for it, although a 
little of the fluid had extravasated around the puncture. I 
am not prepared to defend such a proceeding. 

Character of fluid removed at time of operation. — Dark 
sage-green colour (probably due to altered blood-pigment) , 
viscid. Sp. gr. 1015 (markedly alkaline). Odour peculiar, 
somewhat like mushrooms, suggestive of a digestive process. 
Under the microscope some amorphous granular debris. 
No crystals. A small quantity of fibrin kept in a test-tube 
with the fluid at a temperature of 38^ C. disappeared in 
about forty-eight hours, and a most offensive odour was given 
off. On filtering and adding absolute alcohol a white precipi- 
tate slowly formed (peptone) . Fluid added to a solution of 
starch and kept at 38^ C, starch was converted into sugar, as 
was shown by the copper reduction test. 
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Analysis of fluid collected about ten days after the operation. 

Analysis and report kindly made for me by Mr. Arthur 
Clarkson, M.B., Demonstrator in the Yorkshire College. 

Substances found in the fluid: — Serum-albumen^ salts, 
trypsin, amylopsin, steapsin, milk-curdling ferment. 

Fluid was yellowish-white colour, slightly turbid ; some 
deposit. Specific gravity 1014. Beaction alkaline. 

The solution gave the general reactions of proteids, 
namely, the xantho-proteid reaction, Millon's reaction, and 
biuret reaction. 

On the addition of acetic acid and heating, a precipitate 
of coagulable proteid occurred. The filtrate did not give 
the proteid reactions. The original solution gave no precipi- 
tate on being shaken with ether, and none on saturation with 
magnesium sulphate. There was no precipitate on adding 
the original solution to water. The proteid present was there- 
fore neither egg-albumen nor globulin, but serum-albumen. 
The amount present was 2 per cent. 

The fluid was now tested to see if it contained albumose. 
HNOj was added, when a considerable precipitate was thrown 
down, which on heating did not disappear. It was filtered 
while boiling, and the filtrate allowed to cool. No precipitate 
occurred in the filtrate while cooling, therefore no albumose 
was present. 

The fluid was tested with the usual reagents for carbo- 
hydrates, but none were found present. It did not contain 
bile or blood. It contained salts, sulphates, chlorides, &c. 

Tests for ferments. 

1. Milk-curdling ferment. — On adding some of the fluid to 
milk and keeping it in a water-bath at about 40° G. no clotting 
was observed, but the milk so treated gave the "meta- 
casein reaction ;'' that is to say, the milk, after being sub- 
jected for a few minutes to the action of the fluid, on heating 
gave a slight heat coagulum, which was more readily obtain- 
able in half an hour to an hour^s time; after that time it formed 
more slowly, and finally did not form at all. The milk waa 
tested throughout the experiment, and was always alkaline^ 
so that the curdling could not be due to the presence of fatty 
acids. 

The onset of the meta-casein reaction was found to be 
delayed by the addition of sodium chloride. 
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The following experiment was performed: — 10 c.c. of milk, 
10 c.c. of water, and 3 c.c. of pancreatic flnid were placed in 
a water-bath at a temperature of 37° C. at 11 o'clock, 

11.5. — Part of flnid examined; reaction alkaline. On boil- 
ing, no coagolum formed. 

11.10. — ^Part of flnid examined; reaction alkaline. On boil- 
ing, a slight card. 

11.30. — Part of flnid examined ; alkaline. Distinct curdling 
on heating. 

11.40. — ^Part of fluid examined; alkaline. Less distinct 
curdling on heating. 

11.50. — No curdling on heating. 

2. Sugar-forming feTTnent (amylopsin). — Boiled starch solu- 
tion, to which the fluid had been added, and which was placed 
in a water- bath at a temperature of 40° C, showed Fehling's 
reaction, reducing the copper sulphate in a few minutes. 

3. Peptonising ferment (trypsin). — This was present in 
small quantity. Fibrin was placed in the flnid, and was 
kept in a water-bath at 40° C. At the end of 30 minutes 
a very slight corrosion of the fibrin was observed ; this was 
more evident, though still very slight, at the end of three 
quarters of an hour. If its own quantity of a 2 per cent, 
solution of Na^COs was previously added to the fluid the 
effect was much more pronounced, corrosion being evident 
in a quarter of an hour, and the fibrin completely disappeared 
in an hour^s time. The resulting solution was then tested with 
nitric acid, when it gave a precipitate which disappeared on 
heating and reappeared on cooling, showing the presence of 
albumose. The albumose was precipitated by neutralisation 
and heating, and the filtrate tested for proteids. It gave the 
xantho-proteid reaction, but no precipitate with acetic acid 
and ferrocyanide of potassium. It gave a rose colour with 
the biuret reaction, showing the presence of peptone. 

4. Fat'Splitting ferment (steapsin). — Oil which had been 
neutralised, washed, and extracted with ether was placed in a 
water-bath at 40° C., and some of the fluid added to it. 
The reaction of the mixture was alkaline. In an hour's time 
the reaction was again tested, when it was found to be dis* 
tinctly acid (due to the presence of free fatty acids). 
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XXXVII. — A case of Hydatid of Lung which proved 
fatal by rupture into a bronchus nine hours after 
treatment by aspiration. By Heotob W. G. Mao* 
KENZIB, M.D. Bead April 8, 1892. 

J S.J 8dt. 26^ a tailor^ came to see me on January 29^ 1891, 
• because he had been told by his doctor that he had 
something the matter with his right lung. On December 27^ 
1890, the patient, feeling in excellent health (''never better 
in his life were his own words), went to a doctor to obtain a 
certificate of health, as he wished to join the ''Hearts of 
Oak'* Society. To his surprise he was informed by the 
doctor that the upper part of the right lung was not sound, 
and that therefore he could not be passed. The doctor told 
him to paint the upper part of his chest with iodine, and gave 
him something to inhale. The result of the treatment, as it 
seemed to the patient, was that within a few days he began 
to be troubled with a bad cough accompanied by much 
expectoration. The cough continued, and was often so 
troublesome as to prevent the patient from sleeping. He 
also began to sweat at night, never having done so before, 
and to complain of pain in the lower part of the right side of 
the chest on taking a deep breath. For a fortnight before 
coming to the hospital he had had a sense of discomfort in 
the epigastrium not exactly amounting to pain, and for a 
week his breath had been short. He found that he had lost 
fourpounds in weight in three weeks. 

He never had had an illness until two years before, when 
he had "pleurisy in the left side,'' laying him up for three 
weeks. He had a cough in the winter 1889-90, but w.as 
perfectly well throughout the summer of 1890 uid up to the 
onset of the present illness. 

The patient was of medium height, of slight build, and 
&irly well nourished. The movements of the right side of 
the chest were much impaired. There was impaired reso* 
nance at the right apex. Below the clavicle there was some 
resonance just to the right of the sternum. There was abso- 
lute dulness in the nipple line as low as the fifth rib, and in 
the axillary line as low as the sixth rib over the area shown 
in the diagram. The note was hyperresonant between the 
fifth and seventh ribs in the nipple line, and between the 
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sixth and eighth ribs in the axillary line. Posteriorly the 
note was much impaired over the right apex, and waa quite 
dnll below that as far down as the angle of the scapula, but 
again became resonant at the extreme base. On the left side 
the percussion note was resonant both in front and behind. 
The breath-sounds were very weak at the right apex, and 
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hOBpiUl. 1. Area of impaired resonance and weak bceatb-Boundg. i 
6. Areas of abaolate dnlnees, inaudible breatli-saunda, very feeble Tocal J 

fremitus and resnOHace. 3. Area of hyperresonanee, nreali breath-si *■ 

and friction. 4. Area of lirer and cardiac dalneu. 

were hardly heard at all over the area of absolute dninese. 
They were slightly more audible over the resonant area just 
to the right of the sternum, and they were very weak over 
the hyperresonant area, at the base, where very loud friction 
was to be heard. The vocal fremitus and resonance were 
both much impaired over the duU area. 

The cardiac dnluess began at the fourth space above and 
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[at tbe left edge of the sternam on the right, while the apex- 
beat was to be felt best in the fifth space half an inch 
external to the nipple line. There was visible pulsation in 
the fourth and fifth spaces. 
The liver dulness began at the seventh rib in the nipple 
line, and there was dulness over the whole of the upper part 
of the abdomen nearly as low as the umbilicus, below which 
the note was resonant. 
The pulse was 96, full, regular, and compressible. 
The temperature was 
normal. """' 

The urino was free 
from albumen. 

The tongue was some- 
what furred, but the di- 
gestive functions were 
I normal. 
With such physical 
signs as the patient pre- 
sented the diagnosis was 
limited to a few possibili- 
tiea — solid new growth, 
bjrdatid, and a circum- 
scribed pleuritic efEusioii " 
either serous or purulent 
vhich was prevented by 
adhesions from filling the 
whole pleuritic cavity. 
The history and the phy- 
sical signs were both 
completely satisfied by 
the supposition of a hy- 
datid tumour, and the 
only thing to be said 
against this view was its 

unlikelihood simply be- ^^^^ .b„„i„g ^.e position of tb. i.ug, 
cause Ot the extremely sud the hjdstid lumonr at tha post-moruin 
rare occurrence of pul- eiamiMtion. l. Hydmid tamour. 2. The 
monary hydatids in this '*'*'' 

country. It seemed very improbable that a new growth could 
have attained such a size without real signs of illness be- 
coming manifest at a much earlier period than was the case. 
Agsiust the localised effusion theory it might be argued with 
I that as the lower part of the pleuritic cavity was evi- 
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dently not adherent, which was clear on acconnt of the 
marked friction, if there were effusion it should not be local- 
ised. Moreoyer it seemed also very nnlikelj that sach a 
large effusion could have come about quite insidiously. 

At this time I was not aware of ^e great risk which is 
incurred by aspirating hydatid tumours of the lung, or I 
should not haye proposed in order to clear up the dia^osis 
to tap the chest. This was done on the afternoon of Feb- 
ruary 4, the aspirator being used. The trocar was inserted 
near the angle of the scapula. A pint of clear nearly colour- 
less fluid l]Ad been drawn off, when it ceased running, and 
there was a sound as of air being sucked in. The cannia 
was accordingly removed. The patient turned yery faint 
during the aspiration. As soon as the fluid appeared there 
was no doubt what the nature of the case was. The fluid 
gaye the ordinary hydatid reactions, and echinococci were 
found in it. In order that the patient might keep as much 
as possible at rest a hypodermic injection of morphia was 
given about fifteen minutes after the aspiration. 

He went on well until nine o'clock in the evening, when 
he suddenly coughed and spat up a mouthful of thin blood- 
stained fluid. He at once became greatly distressed with the 
most urgent dyspnoea, and a few minutes later he turned 
deadly pale, with lividity of lips and ears and profuse cold 
perspiration. He had constant cough, but only brought up 
a table-spoonful or two of fluid, and he was exceedingly 
restless. The dyspnoea continued and became more expira- 
tory in character, and the patient died about twenty minutes 
past eleven. 

I made a post-mortem examination the next day but one. 
On opening the chest it was seen that the right lung ex- 
tended to the left of the mid-line to a considerable extent, as 
shown in the diagram. The liver was displaced downwards, 
and the lower lobe of the right lung extended quite down to 
the costal margin. The percussion note was resonant all 
over. In the situation of the area of dulness depicted in the 
diagrams during life there was a large cyst. This was ex- 
tremely firmly adherent to the chest-wall, both in front and 
behind, and in consequence the lung was removed with great 
difficulty, and in removing the cyst the wall was ruptured pos- 
teriorly, and a large quantity of hydatid membrane emerged 
from the rupture. The capacity of the cyst was about 2^ 
pints. As far as could be made out without spoiling the 
specimen for museum purposes, the cyst had originated not 
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in the Inng itself, but between the upper and the middle and 
lower lobes. The lower lobe was distended and cedematous, 
while the middle lobe was thinned oat over the tumour. The 
upper lobe appeared to be fairly normal. The fibrous capsule 
of the cyst was very thick, and its inner surface was rough 
and irregular. The hydatid membrane had the ordinary 
characteristics. There were no daughter cysts. On inject- 
ing water from a syringe into the main bronchus of the right 
lung it was seen that a branch leading to the lower lobe com- 
municated with the cavity formed by the fibrous wall of the 
cyst. This bronchus lay in close relation to the back of the 
cyst, and had been pressed upon by it, thus accounting for 
the weak breath sounds heard during life over the lower lobe 
of the right lung. The right bronchus was full of frothy fluid. 
There was recent pleurisy over the right lower lobe, with the 
formation of fibrin posteriorly and some serous effusion. The 
left lung was healthy, and there was no sign of disease in any 
of the other organs. A round-worm was found in the ceso- 
phagus and another in the jejunum, showing that the body 
was affected by more than one kind of parasite. 

I have thought it worth while to bring the case before the 
Society, partly on account of the rarity of hydatid disease of 
the lung in this country, but especially on account of the im- 
portant question of the treatment of the disease. A very 
similar case was brought forward by Dr. Bristowe last session 
resembling this one, inasmuch as the hydatid^ was living and 
that death followed on aspiration ; differing, however, in the 
facts that the hydatid was comparatively small instead of very 
large, and that death took place during or rather at the very 
commencement of aspiration instead of several hours after. 

Diagnosis depends so much on what is probable, that 
as long as hydatid of the lung is rare it will likely prove 
perplexing^ and therefore such cases as are met with deserve 
for this reason all the more careful consideration. The more 
one studies the various signs presented by this case the more 
difficult does it appear to imagine that they could have been 
produced by any other condition than that actually existent. 
The peculiarly shaped area of complete dulness and absence 
of breath-sounds and vocal fremitus, the hyperresonant area 
at the base with feeble breath-sounds and friction, the dis* 
placements of the heart and liver, were such that neither cir- 
cumscribed effusion nor new growth could adequately explain. 
While the history was inconsistent with anything else except 
hydatid, with the latter it was in complete accordance. 
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The distressing fatal termination so soon after aspiration 
accentuates the danger arising from this mode of treatment. 
Taken in conjunction with Dr. Bristowe's case, it may per- 
haps give rise to an exaggerated view of this danger. In 
order to correct this I may be excused for again referring to 
the statistics given by Dr. Davics Thomas at the second 
Intercolonial Medical Congress, and in the Australian Medical 
News. Of 53 cases treated by aspiration or tapping, 14 
proved fatal, or 27 per cent. We may compare this with the 
mortality of cases in which nothing was done — 113 deaths out 
of 208, or 54 per cent. Tapping is therefore much better 
than doing nothing, this treatment really halving the mor- 
tality. Of 133 cases in which spontaneous rupture into the 
bronchus took place there were 31 deaths, or 23 per cent. 
The mortality from aspiration is therefore slightly more than 
that from spontaneous rupture, but spontaneous rupture is 
the only chance of cure without surgical aid, and in evidently 
a large proportion of cases does not take place. 

Dr. Thomas's experience of treatment by excision of rib is 
more favorable, 6 deaths having occurred out of 38, or 16 
per cent. 

Such statistics must be taken for what they are worth. 
As Dr. Bird pertinently remarked during the discussion which 
followed Dr. Thomas's paper, a series of cases treated by 
excision by an experienced surgeon is hardly fairly to be 
compared with a series of aspirations done by many different 
operators. Dr. Bird, indeed, who seems to have hsA a large 
experience, was himself an advocate for tapping, although 
not for aspiration, and did not consider that there was much 
danger attaching to it. On the whole, however, the treat- 
ment by making a free opening into the cyst and thoroughly 
evacuating its contents is that which, on theoretical grounds, 
most commends itself; and although 16 per cent, is still a 
high rate of mortality, it is better than that resulting from 
tappings and very much better than that of the untreated dis- 
ease, and therefore I should in any future case recommend it. 

Dr. Bristowe in his communication gave such a complete 
and satisfactory explanation of the cause of the swamping 
of the lungs with fluid after tapping, that anything I could 
«ay on that subject would be but a repetition of his remarks. 
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XXXVIII. — A case of Abdominal Section, followed by 
parotitis and recovery. By Stephen Paget, F.R.C.S^ 
Bead April 8, 1892. 

I VENTURE to bring this case before the Society partly 
because of its surgical interest, and partly because it is 
another instance of that form of parotitis which I described some 
years ago, having collected more than a hundred cases of it — 
an acute inflammation of the parotid gland which occurs after 
injury or disease, or temporary derangement of the abdominal 
or pelvic organs, and is due to reflex nervous action, and not 
to pyaemia. 

Mrs. B.. aet. 58, was seized with abdominal obstruction 
on December 12. She was placed under the care of Dr. Orton, 
of Campden Hill, and at first the attack seemed likely to yield 
to treatment ; but on the 14th she had faecal vomiting and 
complete obstruction. Objections were raised to his advice 
that she should go to the hospital ; but she got steadily worse, 
and was admitted to the West London Hospital on December 
18. The abdomen was distended, but not tender; pulse 90, 
weak. She was somewhat collapsed, and was vomiting a 
brown fluid, of faint faecal smell, which came up as if from 
a pump. 

She had an old inguinal hernia. I therefore explored this 
at once, but found only the empty sac, which I tied and cut 
off. The next day, as she was no better, I opened the 
abdomen, found the caecum empty, and traced the small intes- 
tine, which was distended and congested, upward and then 
downward, till I came to a piece of it, 5 or 6 inches long, which 
was rather more congested than the rest, and was slightly 
roughened with lymph. Below this point the intestine was 
pale and contracted, in marked contrast with the coils that 
lay above it. I decided to make an artificial anus just above 
the seat of the mischief ; so I drew out a loop of bowel just 
above the roughened part, and fastened it in the wound, 
meaning to open it in a day or two. 

Two hours later the vomiting stopped, and she passed a 
fluid motion. The distension of the abdomen was all gone, 
and she was certainly relieved by the operation. Next day 
she passed a few lamps of very hard, pale, nodular stuff like 
mortar ; she was feverish and delirious. 
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The day after, December 21, as the bowels were acting 
well and there was no vomiting, and the exposed loop of 
intestine showed vigorous peristaltic movements, I foohshlj 
took out the stitches, that the coil might gradually recede 
into the abdominal cavity and be closed over. But that night 
her delirium made her very restless, and on the 22nd a large 
coil of intestine, two feet long, escaped into the dressings. 
This was at once washed and put back, and I closed the wound 
at once with strong sutures. For the next two days she 
seemed to be at the point of death, delirious, restless, feeble, 
passing frequent loose motions under her. 

On the 24th there was sudden acute inflammation of the 
left parotid gland, with dusky redness of the skin over it, 
great swelling, and acute tenderness of the gland. 

On the 25th she began to mend, and on the 28th the 
parotitis and the delirium had both of them almost gone ; her 
tongue was moist, and she was in every way much better. 
The bowels were acting well. There was a little superficial 
suppuration about the wound, and to this may be attributed 
one or two slight rigors which she had on the 29th. After 
this her recovery was uninterrupted. 

I believe that the obstruction in this case was due not to 
any strangulation or twist of the gut, but to the impaction of 
hard faecal matter, which was overcome by the free handling 
of the gut at the time of operation. As regards the hernia, 
it had always been easily reduced, and had never given her 
any trouble ; and though the piece of intestine which appeared 
to have been in the sac was rough with lymph, yet it bore no 
marks of strangulation. 

As regards the inflammation of the parotid, I read a paper 
before the Medical Society some years ago, based on the 
analysis of 102 cases of this kind. It occurs after disease or 
injury, or temporary derangement of the abdominal or pelvic 
organs ; and by temporary derangement I mean such causes 
as menstruation, pregnancy, parturition, the introduction of a 
pessary, the passing of a catheter, the use of a sound, or a 
slight blow on the testicle. Gases have lately been published 
where it followed the continued use of nutrient enemata. 

In 93 out of the 102 cases the parotitis was an isolated 
event, unaccompanied by any similar inflammation elsewhere. 
There was not one of the 102 that had any effusion into the 
joints, and only four of them are said to have had rigors. 
In 33 cases the parotitis subsided without suppuration, and 
of these 33 only 1 died, and she died of something else. 
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In a very large number of the cases the parotitis evidently 
marked a crisis ; it occurred toward the end of the patient's 
illness, it disappeared in a few days, and its disappearance 
was at once followed by recovery. 

The following are the causes of this form of parotitis : — 
Ovariotomy or oophorectomy, 27 cases; operations on the 
uterus or the vagina, 8; delivery or abortion, 8; other de- 
rangements of the generative organs, 8 ; menstrual changes, 
4. In 1 case it accompanied each succcessive pregnancy. 
In 8 cases it followed disease or derangement of the urinary 
passages. As regards the alimentary canal, it has followed 
gastritis, gastric ulcer, gastrostomy, 2 cases ; duodenal ulcer, 
enterostomy, 8 cases ; hepatic abscess, removal of umbilical or 
abdominal tumours, 4 cases; operation for strangulated 
hernia, 6 cases ; perityphlitis, 5 cases ; cancer of the liver or 
the intestine, 2 cases ; colotomy, penetrating wound of the 
abdomen, and acute peritonitis, 8 cases ; division of stricture 
of the rectum, the operation for piles, and the use of nutrient 
enemata. 

It has no fixed period at which to appear ; it may occur 
on any day from the third to the.nineteenth. Once it occurred 
the very next day after a man had been sounded for stone, 
and once it occurred on the morning of the day fixed for an 
ovariotomy, some hours before the operation was to be per- 
formed, and thus stamped itself for ever as a reflex nervous 
inflammation. 

As regards the question of micro-organisms, Bosenbach 
found in a case of suppurating parotitis after herniotomy a 
micro-organism called Staphylococcus pyogenes aureus ; but 
this is the commonest of all micro-organisms found in acute 
suppuration. 

This form of parotitis is not due to any blocking of the 
duct from dryness of the mouth. There are plenty of cases 
to show the falseness of this idea ; moreover the socia paro- 
tidis, which lies so near the mouth, was only affected once or 
twice in all the 102 cases. 

The true analogues of this parotitis are to be found in the 
salivation of some women in pregnancy or menstruation, and 
their longings for sapid foods; in the salivation that has been 
observed in gastritis and in cancer of the rectum ; and iu the 
arrest of the salivary secretion which can be produced in a 
dog by drawing out a loop of intestine from the abdomen. It 
is due, at least in part, to the reflex action of the nervous 
system, and is not a sign of pyaemia. 
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XXXIX. — Sequel to a case of Myxoedema reported to 
the Society^ November^ 1880. By Sir Dtce Duck- 
worth, M.D., LL.D. Bead April 22, 1892. 

FA. S., aet. 57, came under my care in St. Bartholomew^^ 
• Hospital on May 11, 1891. In September, 1880, she 
first came under my observation as an out-patient ; she was 
shown to the Society on November 12, 1880, and a full note 
of her condition was recorded in the Transactions for 1881. 
At that time there was a history pointing to the disorder 
having existed for at least three years, if not longer. 

In the interval of eleven years I saw this patient from time 
to time, and she was repeatedly admitted into the hospital for 
var3ring periods. She grew gradually more feeble and help- 
less, but always rallied to some extent under the warmth, 
rest, and suitable treatment in the wards. 

The temperature was generally low, and there were almost 
always some gastric catarrh and dyspepsia, with a tendency 
to diarrhoea. 

The features grew gradually more and more bloated and 
characteristic, and the hands larger and clumsier. 

Her hair fell off, and finally the scalp was but little covered 
with a coarse, curly, sparse hair. The toe-nails grew to an 
extraordinary length. The voice became more hoarse and 
guttural, and the speech very slow. 

For the last few months diarrhoea was the most urgent 
symptom. At times she complained of feeling very hot. The 
temperature varied from 95° to 99°, with a mean average of 
97°. There was occasional delirium. Some oedema of the 
ankles occurred. The skin was very harsh and dry. 

Latterly the rectum became loaded, and had to be irrigated 
and the faeces scooped out. Piles formed with some prolapse 
of the bowel, and a good deal of anal excoriation and ulcera- 
tion occurred. No malignant growth was felt per rectum. 
No fatty cushions were found over the clavicles. 

The knee-jerks were first found absent in February, 1891, 
Plantar reflex was normal. A little albumen was commonly 
present in the urine, and on several occasions the output of 
urea was found to be only 1 per cent. 

Ecchymoses at one time resulted on the face from a fall, 
and were very long in clearing away. Signs of bronchitis 
occurred. The teeth were all lost. 
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Latterly she was fed by means of a soft nasal tube. 

Deatb occurred on May 22^ 1891. The whole duration 
of the case may be put at no less than fifteen years^ and it 
may possibly have been of a longer course. 

Post-mortem, May 25. — Disease. — Myxcedema. Thyroid 
small, white. Superficial ulcers in large intestine and rectum. 
Small dilatation of central canal of spinal cord (cervical). 
Submucous haemorrhages in bladder. 

JExtemal appearances, — Some ecchymosis under eyes + L. 
Hair scanty. No dropsy. Body had a yellowish tinge, but 
there was no actual dropsy. Skin and subcutaneous tissues 
seemed quite normal, if anything somewhat thickened and 
dense ; but not much change in any direction. Inner table 
of scalp had a curious yellow tinge. 

Dura mater and sinus, — Normal. 

Arachnoid and pia mater. — Bubbles of air under arachnoid 
(post-mortem change). 

Arteries. — Normal. 

Brain, — Sulci well marked ; membranes separated easily. 
C!ortex in some places looked rather thin, but there was no 
definite morbid change detected in the brain. It was rather 
soft throughout, doubtless from decomposition. 

Spinal cord. — ^Membranes normal. Some softening (post- 
mortem) of lumbar cord. About the middle of the cervical 
region was a distinct dilatation of the central canal ; a little 
lower down there was also very slight dilatation. 

Thyroid. — Small, white in appearance, weighed 2^ dr., but 
not misshaped. The thyroid of a normal subject contrasted 
with it was seen to be larger, redder, and weighed 5^ dr. 

Lungs. — ^Bight lung adherent; otherwise both lungs 
normal. 

Heart. — ^Normal (decomposition setting in) . Weight 1 1 oz« 

Aorta a/nd vessels. — Some atheroma, especially in lower 
part. 

Stomach, — ^Normal. 

Intestines. — Small intestines normal. Caecum and colon 
presented numerous superficial circular ulcers, whioh in many 

rbs had coalesced into large uregular patches of ulceration, 
the rectum were also some large superficial patches of 
ulceration.* 

Liver, — Somewhat soft and pale. Gall-bladder distended 
with thin fluid, and appeared quite shut off from its duct. 
Weight of liver 50 oz. 

* So-cftlled distension nlcers, prolmbly. 
VOL. XIV. 15 
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Spleen. — Small, shrivelled. 

Supra-renals. — ^Normal. 

Kidneys. — Snrface, after separating capsule, appeared in 
a few places slightly granular ; but with this exception the 
kidneys were quite normal. Weight 11 oz. the pair. 

Ureters and bladder. — Mucous surfoce of bladder showed 
some raised dark patches, which on section looked like sub- 
mucous hemorrhages. 

Organs of generation. — Uterus elongated. Ovaries some- 
what firm and white. 
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XL. — A case of very severe Haemorrhage following 
Removal of a Tonsil : ligature of common carotid : 
transfusion : recovery. By W. Aebuthnot Lane, M.S. 
Bead April 22, 1892. 

GF. S., set. 21 years^ had had no illness bnt rhenmatic feyer 
• when ten years of age. He was much engaged in sing- 
ing, and finding that his voice was becoming weaker he went 
to the Throat Hospital in Golden Square, where his left tonsil 
was removed. He said that at the time of the operation and 
during the four hours following it he lost at least half a pint 
of blood. This operation was performed on December 16 ; he 
had no further haemorrhage till the morning of the 19th, when 
he lost about as much as before. The bleeding ceased after 
a few hours. It returned, however, on the following evening. 
He was seen by Dr. Herron, who applied astringents, but with 
only temporary success. Bleeding continued all the following 
day, and the patient became very feeble and fainted. He 
refused to go into the hospital, although it was urged strongly 
upon him. 

On the 22nd, as he was evidently dying, his friends con- 
sented to his removal, which was performed vrith some diffi- 
culty, though the distance was only about three hundred yards. 
He was brought at once into the theatre, and an anaesthetic 
was administered. This affected him so much that I hastily 
exposed the common carotid, the patient being but slightly 
under the influence of the anaesthetic. He was so feeble, 
however, that he scarcely showed any consciousness of pain. 
The vessel contained so little blood that the mere passage of 
the aneurysm needle beneath it and its elevation was sufficient 
to stop the flow of blood through it. While this was being 
done Mr. Stevens, the house surgeon, had opened the basilic 
vein and introduced steadily about 3^ pints of salt solution. 
Before the operation the pulse was very feeble and 154 to the 
minute, while after it was over it was 96, large and f ulL It 
was not possible to examine the throat before the operation, 
as the patient commenced to vomit a large quantity of blood 
on an attempt being made to introduce a gag, and his con- 
dition did not allow of delay. 

On examining the throat after the operation, beyond that 
the tonsil had been somewhat freely excised, nothing else 
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was observed. The subsequent progress of tbe case was most 
satisfactory. 

It was difficult to estimate the amount of blood He had 
lost during the fifty-six hours preceding the operation^ 
besides that lost on the 16th and 19th^ but as far as could be 
gathered it appears that it exceeded 4 pints at least. A 
point of much interest is the length of the intervals between 
the hsdmorrhage that resulted from the operation on the 16th 
and that on the 19th and 20th instant^ when it practically be- 
came continuous. 
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XLI. — A case of Enteredomy. By F. T. Paul, F.R.C.S. 

Bead May 13, 1892. 

ON April 9th, 1891, I brought forward at the Liverpool 
Medical Institution the results of an experimental 
operation on dogs for the end-to-end union of divided intes- 
tine. The method, which is fully described and illustrated in 
the Lancet, May 30, 1891, is as follows : — First the operator is 
prepared with a decalcified bone tube, to which is attached a 
needle and a strong silk thread, referred to as the traction 
thread. The tube is required chiefly to enable the operator 
to produce an invagination of the bowel which will cover the 
line of union; but it is also useful for keeping open the 
channel of the intestine, and as a splint to keep the parts 
quiet during the early stages of repair. The piece of bowel 
having been excised the tube is sewn into the upper end, and 
the traction thread is passed through the wall of the lower 
segment about three inches down. Next the two cut ends of 
bowel are quickly attached with a continuous suture. An 
assistant now draws firmly on the traction thread, whilst the 
operator produces a short invagination, which is retained in 
position by three or four Lembert sutures. Finally the trac- 
tion thread is drawn tight and cut oS short, its ends dropping 
into the bowel. 

It is claimed for this operation that — (1) The closure is 
absolutely secure so long as the bone tube remains intact, or 
until sloughing has had time to occur. (2) A free passage is 
at once established. (3) The opening does subsequently 
diminish or close. (4) The operation has had the appearance 
up to the present of being per se free from danger. 

Shortly after concludu^ the experiments I met with a 
case of cancer of the descending colon in which I hoped to 
be able to try the operation, but found that, owing to want 
of sufficient mesentery, a satisfactory invagination could not 
be produced in this situation, and had to adopt another 
method. 

Recently in a case of excision of the caecum I again tried 
to invaginate large bowel. It readily tucked in for half or 
three quarters of an inch, but would go no further, and had 
no grip as in the case of small intestine. If left alone the 
invagination would have immediately unfolded itself, and 
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depended entirely npon sntnres for its maintenance. I haye^ 
therefore^ come to the conclosion that the method I advocate 
is only to be thoroughly relied npon when applied to small 
intestine^ though the tubes may and have been used very 
successfully in certain cases of resection of the colon. 

On November 22 I at last had the opportunity of putting 
this operation into practice at the Liverpool Boyal Infirmary. 
The patient was a delicate looking woman, confined only six 
weeks previously. She was thirty-seven years of age and 
the mother of seven children. About four years ago she first 
noticed a small lump in the right groin. It did not trouble 
her except when doing heavy work. 

Her present iUness commenced nine days before admis- 
sion. She was attacked with severe shivering and pain 
in the back. The second day she remained in bed feeling 
very ill. Could take no food, but did not vomit. The pain 
moved from the back, and was now of the nature of shooting 
pains across the abdomen. The third day she was rather 
better ; got up and took some food, but vomited. The fourth 
day was better still; went out and did a day's charing. 
After returning home in the evening was seized with severe 
shooting and twisting pains in the abdomen. Vomited what 
she had taken for dinner. Drank some beer, but vomited it 
immediately. Bowels moved slightly. Went to bed and put 
hot cloths on the abdomen. The fifth day the pain was much 
worse. Vomiting and thirst ; pills given to relieve the con- 
stipation. The sixth day was very ill ; vomited everything. 
Seventh day the same. First noticed the vomit to be brown 
and slimy, and to have a nasty smell. The eighth day vomit 
the same. Castor-oil enema given with very little effect. 
On the ninth day the patient was very ill; the abdomen 
began to swell, and she thought she was going to die. She 
was brought to the Royal Infirmary. 

On seeing her I found she was in a very weak condition, 
but not so bad as one would have expected from the duration 
of the obstruction. The abdomen was only moderately dis- 
tended. The vomit copious and foully stercoraceous. All 
pain was referred to the umbilicus. In the right groin there 
was a small hernia ; it was soft and not the seat of pain. 

The history guided me in the first place to make a small 
opening in the middle line of the abdomen and explore with 
the finger, as being the most likely course in which one inci- 
sion would suffice. In this way a heavy fold of bowel was 
detected passing across the top of the pelvis and stopping at 
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the hernia. A second incision was therefore at once made 
over the sac^ which exposed a soft piece of partly blackened 
omentum^ and andemeath it a small knuckle of bowel. The 
latter was not gangrenous, but directly it was disturbed a 
little isdcsl matter escaped. To prevent extravasation, the 
neck of the sac having been divided, the bowel internally 
was grasped with the right hand, and brought out of the 
abdominal wound the instant it was reduced with the left. 
Examination showed the constricted part to have given way 
on one side, and to be on the point of giving way on the 
other. Excision was therefore imperative. 

The bowel having been clamped, the affected part, which 
only measured li inches, was rapidly cut away with scissors, 
the mesentery being ligatured in one piece. A bone tube 
was then sewn into the upper end with a fine green catgut 
suture, great care being taken to attach the mesenteric 
border securely (see Figs. 18 and 19). This important point 

Fio. 18. Fio. 19. 





Fie. 18. — Cat mesentery improperly allowed to gape when the tnbe is sewn in. 
Fie. 19. — Edges of mesentery drawn together, but the diagram wrongly indi- 
cates a stitch passing through the bowel without including the mesentery. 

has been emphasised by other surgeons. To neglect it is 
certainly to neglect one of the safeguards of this class of 
operation, as the mesenteric border is invariably the weak 
spot. Next the traction thread was passed through the wall 
of the lower segment; the cut ends of the bowel sewn 
together with another fine green catgut suture, and the 
wound in the mesentery united. Then my house surgeon, 
Mr. P. E. Davies, held the traction thread firmly whilst I 
invaginated the bowel for about half an inch, fixing it in this 
position with four small Lembert sutures. The traction 
thread was drawn tight, cut oS short, and the ends allowed 
to drop into the bowel. 

When invaginating an error mast be guarded against. 
The invagination is most easily produced by allowing it to 
commence about half an inch or so below the tube (Fig. 21). 
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This means that the cat will be barely coyered by it^ whilst 
the lamen of the bowel will be considerably blocked^ and the 
operation consequently most imperfectly performed. It must 
be made to commence immediately below the tube by drawing 
the very first part of the lower segment upwards with the tips 



Fio. 20. 




Prodacing the inya^nation immediately below the cut 

of the fingers (Fig. 21), and care must be exercised to observe 
that the mesenteric side of the bowel is as thoroughly covered 
by the invagination as the other side. 

When completed the intestine looked very neat and secure^ 

Fi&. 21. 




Showing the invagination carelessly prodnced, both closing the lumen 
and barely covering the line of sntnres. 

the wound being of course invisible under the invagination. 
It was returned into the abdomen, and the parietal incision 
closed with sutures of fishing gut. 

Attention was next directed to the hernia. The dis- 
coloured omentum was ligatured and cut off, and the inflamed 
and thickened sac excised. The wound was only partly closed 
on account of the condition of the omentum, and the staining 
of the parts with fsBcal matter. The double operation^ in- 
cluding the administration of ether, did not exceed fifty 
minutes, though as it was Sunday evening we were very short- 
handed. 

When the patient recovered from the ansBsthetic the 
stercoraceous vomiting recurred again and again, until we 
feared she would collapse. About three hours after the 
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operation I injected brandy and beef peptones into the rectum, 
and then morphia subcutaneously until it stopped. After 
this she passed a fair night, and subsequently progressed so 
well that very few details need be mentioned. The pulse 
soon fell to normal, and the temperature never exceeded 100°. 
The day after the operation she took a pint of arrowroot and 
brandy and a tin of Brand's essence. The second day a 
pint each of beef tea and arrowroot, as well as Brand's essence. 
On the fifth day lemon whey was added to the diet. On the 
sixth day bread and milk. On the seventh bread and butter. 
On the eighth custard pudding and baked apple. On the 
twelfth an egg. On the fourteenth chicken ; and from this 
time a liberal diet was maintained. 

The bowels were first moved by glycerine enema on the 
eighth day after the operation, and subsequently at intervals 
of a few days, the injection being used each time. Once 
there was a little cause for anxiety owing to an attack of con- 
stipation, but it proved to be nothing more serious than an 
accummulation of faeces in the rectum, which was completely 
removed by a good dose of castor oil. No trace of the bone 
tube was at any time found in the motions. 

Three weeks after the operation the patient was first 
allowed up, and from this time she may be said to have been 
convalescent. On Christmas Day, just over the month since her 
admission, she was able to enjoy the extra fare supplied to the 
patients, and a few days later left the hospital quite recovered. 
At the present time, six months after the operation, she 
writes, "My bowels are very regular, and I feel myself 
strong and quite well again." 

I have repeated the operation once subsequently in a case 
of intestinal obstruction. The patient only lived thirty-six 
hours, but death was due to continued paralysis of the 
bowels. The union of the invagination was quite firm all 
round. 

Dr. William Alexander has on three occasions resected 
the colon for the cure of artificial anus, using the decalcified 
bone tubes and producing an incomplete invagination. Two 
of the cases were quite well some time ago, and the third 
operated on recently is now convalescent. I am not aware 
that the operation has been performed in any other cases, 
though Mr. Jessett records in a paper read at this Society 
during the present session that he has used the tubes in 
repeating experimentally an operation devised by Dr. Kobin- 
son of Toledo. 
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XLII. — A case in which Spontaneous Cure of an 
Aneurysm of the Femoral Artery took place, appa^ 
rently by inflammatory action. By Howard Marsh. 
Bead May 13, 1892. 

JD.^ a street pavior^ 89t. 43^ was admitted into St. Bar- 
• tholomew^s Hospital under the care of Sir William 
Savory, on March 20, 1891, with a pulsating tumour in the 
situation of the femoral artery in Hunter's canal. 

He had complained of pain since Christmas, but was 
unable to say how long the tumour had existed. No point 
in his previous history was important, except that he had 
syphilis twenty-five years ago. 

The tumour was the size of a small orange. Pulsation 
was expansile, and was arrested by pressure on the femoral 
artery higher up. A bruit was to be heard. The skin over 
the tumour was somewhat suffused and hot, the subcutaneous 
veins were distended, and the surface was tender. There 
was considerable pain in the swelling, and there was also 
some oedema of the leg and foot. The patient^s temperature 
was 100'2°. Urine normal. 

On the following day Sir William Savory and Mr. 
Langton examined the case together, and agreed that it was 
one of femoral aneurysm. The condition of the soft parts 
around the tumour raised the question whether the sac might 
not be leaking ; but it was thought best, as the patient could 
be kept under close observation, to wait for forty-eight hours, 
so that the oedema and vascular disturbance might subside, 
and then to ligature the artery in Scarpa^s triangle. The 
limb was therefore placed in a slightly raised position and 
kept at absolute rest. Next day, however, pulsation in the 
swelling began to diminish, and iu the evening there was 
neither pulsation to be felt nor bruit to be heard. Pain had 
almost ceased, and the oedema had nearly subsided. 

On the following day (23rd) pulsation, bruit, and pain 
were all absent, and the patient's temperature was only 97*2^. 

On the 30th the circumference of the limb, measured over 
the swelling, was 1^ inches less than when the patient first 
came under observation. The tumour was firm and hard 
except at its centre, where a sensation of elasticity and almost 
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of fluctuation could be detected. The artery above was felt 
like a firm cord. 

On April 17 the circumference of the limb was three 
quarters of an inch less than at the last note. The central 
part of the tumour was still soft and elastic. From this date 
the tumour grew smaller and firmer^ and on June 2 it was 
hard and apparently solid throughout. No pulsation in the 
tibials could be felt. 

He was discharged on June 12. 

On September 1 he was readmitted with a pulsating 
tumour in the upper part of Hunter^s canal ; that is^ just 
above the situation of the former aneurysm. The tumour 
was fusiform in shape^ and extended about two inches in the 
long axis of the artery. It was slightly painful. A bruit 
was heard over it ; the subcutaneous veins were a little dis- 
tended ; there was some oedema of the leg. The patient was 
at once placed in bed. When the tumour was examined next 
day it was found to pulsate no longer^ but to have become 
firm to the touch. Pain and cedema were less marked. 

On September 16 (a fortnight later) the tumour was 
clearly defined^ and measured 2 inches in its long and 1^ 
inches in its transverse diameter. From this date the swelling 
slowly became smaller and firmer^ and by December 18 (in 
about fifteen weeks after his admission) nothing could be felt 
beyond a slight hardness. 

The patient was discharged well on January 8. 
Remarks. — I have ventured to submit this case to the atten- 
tion of the Society because it seems one of great rarity. The 
phenomena observed were clear and distinct. The original 
tumour was obviously a femoral aneurysm. Around this the 
tissues^ apparently as the result of the continued use of the 
limb after its circulation was interfered with by the presence 
of the aneurysm^ became the seat of vascular disturbance and 
exudation ; and during the progress of this disturbance^ or 
just as it was subsiding under the influence of position and 
rest^ coagulation of blood in the sac took place^ and the 
aneurysm underwent spontaneous cure. In ordinary clinical 
phraseology the cure was apparently effected by inflammatory 
action leading to coagulation within the sac. What were the 
exact steps of the process leading to this fortunate result it 
may be difficult to say. It is well known that if the lining 
membrane of the arteries of a rabbit's ear is injured by 
excluding blood from the vessel (by placing ligatures for 
some hours above and below, stasis and coagulation will 
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occur when blood is again allowed to enter — that is, coagola- 
tion is determined by the altered condition of the arterial 
coats. In the case before us coagulation seems to have been 
induced in the sac by the changes in its walls produced by in- 
flammatory action. Such an occurrence, however, as the cure 
of an aneurysm by the train of events which I have mentioned, 
in other words by such a moderate degree of inflammation as 
was present here, is extremely rare. Mr. Holmes, in hia 
article on aneurysm in the System of Surgery (vol. iii, p. 39), 
says : " Inflammation, without suppuration, in the neighbour- 
hood of the sac, is spoken of by Broca and others as an occa- 
sional cause of spontaneous cure. I have not been able to 
find any cases which are to my mind quite satisfactory .'' Nor 
have I myself found, so far as I have been able to search, any 
clear instances of the kind. 

I am unable to say whether coagulation in the artery 
above took place at the time, or whether it resulted from ex- 
tension of the clot from the sac in a centripetal direction. It 
may be going too far to hold that it occurred at the time, 
and was due to and should be regarded as evidence of arte- 
ritis. Yet the vessel felt much more hard and cord-like 
than arteries generally do above the point at which they are 
obstructed, e. g. by ligature ; it felt, that is to say, much as a 
vein does when it is thrombosed after adhesive phlebitis. 

Another view that suggests itself, in explanation of the 
cure of the aneurysm, is that a portion of clot was accidentally 
detached, and was impacted in the orifice of the sac. A 
remarkable feature in the case is that the second aneurysm 
was spontaneously cured. At the time this event occurred 
no inflammatory disturbance was present in the surrounding 
structures. How this cure was brought about seems uncer- 
tain. The most likely explanation probably is that it was by 
the detachment and lodgment of a fragment of clot in the 
orifice of the sac : and it may be contended that what may 
reasonably be assumed to have happened to the second 
aneurysm happened to the first also. 



Dr. Hawkins' Case of Non-tuberculous HssmoptyHs. 237 



XLIII. — A case of Non-tuberculoiis Hce^noptysis of one 
year and two months* duration occwTing in associa^ 
tion with ciirhosis of the kidneys. By Francis 
Hawkins, M.B. Bead May 13, 1892. 

JAMES B., 89t. 42y married^ a carriage painter^ came under 
my observation complaining of " spitting blood," in refer- 
ence to whicli symptom he gave the following history : 

About twelve months ago, one day while walking along 
the street a sudden fit of coughing came on, during which 
about one pint of blood of a frothy light colour was coughed 
up ; he was taken home in a cab, and for a day or two after 
this there was some expectoration tinged with frothy blood. 
Since this, the first attack, there have been frequent attacks 
of haemoptysis, the blood varying in quantity, at one time 
being considerable, at another a mere tinge. It varies also 
in colour, at one time being dark, at another quite bright ; 
occasionally the blood comes up into the mouth without any 
cough, but usually it is either during or after a fit of cough- 
ing. To arrest this hsomoptysis the advice of many medical 
men had been sought but no relief obtained, and in some in- 
stances he considers the haemoptysis has been increased by 
medicines given, and markedly so on two occasions, when he 
was treated by subcutaneous injections. 

Family and prevuyus history. — Father died from kidney 
disease. His mother, brothers, and sisters are all living, and 
in good health. There is no history of phthisis in any branch 
of the family. He formerly resided in Edinburgh, and while 
living there drank whisky very freely, but describes himself 
as being, on the whole, a fairly temperate man. His previous 
health has been good, and, with the exception of an occa- 
sional attack of bronchitis, he has never been ill till the 
onset — ^twelve months ago — of haemoptysis. Five months ago 
he was treated for an attack of pleurisy. On further ques- 
tioning I elicited the fact that there had been swelling under 
the eyes and frequent micturition, the patient having to get 
np some two, three, or four times during the night. There 
has never been any epistaxis, night sweats, diarrhoea, or 
oedema, beyond the swelling under the eyes previously men- 
tioned. 

Examination of the pcdient. — ^Well built, of average height. 
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marked pallor of skin of face with sallow tinge ; palpebral 
conjunctiva^ mncoos membrane of mouth and lips are of a 
fairly normal red colour. The temporal arteries are tortuous 
and very prominent. Pupils equal, contract to light. Voice 
slightly husky. Patient stoops very much. No cedema, no 
clubbing, no blue line on gums. Temp. 98*4°. 

Thorax well formed. Coverings good. Movements fairly 
good. Some slight drawing in of soft parts over the supra- 
clavicular regions. Distinct pulsations in carotids and sub- 
clavians. The brachial arteries are tortuous, pulsate forcibly, 
and are firm to the feel. Epigastric pulsation distinct. Apex- 
beat sixth interspace, half an inch inside nipple line. 

Apex-heat felt as seen (viz. sixth interspace, &c.), is slow, 
regular, heaving. Upper border of cardiac dulness is on 
level of third rib in left parasternal line. Bight border can- 
not be distinctly defined, but extends to right of stemunu 
The sounds at apex are muffled, dull. Second sound aortic 
area accentuated. No murmur heard over any area. 

Pulse. — Pull, strong, tense, prolonged, regular. 

Inmgs. — The percussion note anteriorly is somewhat hyper- 
resonant, having somewhat of a muffled character over the left 
infra-clavicular region. Breath-sounds over this region are 
of a soft, vesicular character, with expiration slightly pro- 
longed, and are accompanied by a few r^es. Posteriorly and 
laterally the percussion note is fairly normal in all regions, 
with one exception, viz. the left infriei-scapular region ; over 
this region the percussion note is decidedly muffled, almosi 
dull, and vocal fremitus somewhat diminished. The breath- 
sounds are indistinct, and numerous r&les are heard, fifties 
similar in character are also heard over the right infra- 
scapular region, but the breath-sounds are distinct and normal 
in character. Over all other regions the breath-sounds are 
normal vesicular. The heart sounds are distinctly heard, 
but muffled in character, over the left infra-scapular region. 
The abdominal organs are normal so far as physical examina- 
tion is concerned. 

Urine. — Quantity not ascertained. (The patient was seen 
as an out-patient.) Specific gravity 1010; acid, pale in 
colour ; one third albumen. 

Microscopical examination. — Hyaline casts. 

The vocal cords move freely, but are somewhat congested. 

No ophthalmoscopic examination was made. 

Diagnosis. — Taking into consideration the occupaticm 
(carriage painter), the early life of the patient, viz. his fre- 



Dr. Hawkins' Ccise of Non-tuberculous HssmoptyHs, 239 

quent and excessive taking of whisky^ together with the fre- 
quent mictarition^ low specific gravity of the urine, the 
presence of albumen and hyaline tube casts, great hyper- 
trophy of the heart with general arterio-sclerosis, it was 
thought that the patient had cirrhosis of tbe kidneys. The 
question then arose, what was the cause of the haemoptysis ? 
Tuberculosis in its various forms is found associated with 
renal afFections, and is quoted by many writers as a complica- 
tion of cirrhosis of the kidneys. My strong impression was 
that tuberculosis did not exist in this case ; it was true that 
the character and history of the haemoptysis was that of a 
true haemoptysis (that is that it came from the air-passages 
or lungs), but the physical signs, as I interpreted them, were 
not those of tuberculosis. The note over the left infra- 
clavicular region was certainly muffled, which it may be in 
emphysema over a tuberculosis, but there was no sense of 
resistence on deep percussion. The breath sounds were of a 
soft, vesicular character, and the lung expanded. I might 
here observe that such a condition has been observed by me 
clinically (and proved by post-mortem) to exist in some cases 
of hypertrophy of the heart, not only in cases of hypertrophy 
associated with renal disease, but also in hypertrophy and 
dilatation of valvular disease; and I have seen instances 
where the non-recognition of such has lead to an erroneous 
diagnosis of tuberculosis. 

The condition at the left base was considered to be an 
adherent and thickened pleura with retention of bronchial 
secretion. There was not any sign or signs of an aneurysm. 
The haemoptysis was therefore regarded either as a haemor- 
rhage from the bronchial mucous surfaces, or due to arterial 
degeneration, with high arterial tension opposite. Such a 
condition has been suggested by Sir Dyce Duckworth in 
cases of haemoptysis with emphysema. {St, Barth. Hosp. 
BeportSy vol. xi, 1875.) 

Treatment. — Taking into consideration that the haemoptysis 
was associated with high arterial tension, it appeared to be 
well to give some drug which would tend to lower arterial 
tension, dilate the small capillaries, and so increase the surface 
over which the circulation extends, and believing, as I do, 
that the action* of the iodide of potassium is towards this end, 
it was prescribed, with the result that on my next seeing the 
patient— five days later — the arterial tension was less, the 

* G. W. Balfour, Sdin. Med, Journal, July, 1869; Qermain See, Lancet, 
1889. 
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hsBinoptysis was decidedly less^ and the patient expressed 
himself as feeling better than he had done for months. The 
patient while nnder this treatment continued to improve. 

Subsequent history of the case. — The patient shortly after- 
wards obtained admission to the North London Consumption 
Hospital^ and was considered by the physician to be suffering 
from haemoptysis associated with tuberculosis, and was being 
treated with liquid extract of ergot. Under this treatment 
the arterial tension was increased, as also the haemoptysis. A 
few days after taking the ergot, and while it was being taken^ 
one pint of blood was expectorated ; it was coughed up, was 
frothy but dark in colour. During this attack of haemoptysis 
sonorous and sibilant r&les were heard all over the chest; the 
ergot was stopped and, at my suggestion, iodide of potassium 
substituted with a marked benefit. For four days the patient 
had no haemoptysis ; he subsequently became worse, and died 
two months after first being seen. 

Post-mortem. — ^Body fairly well nourished, no oedema. On 
removing the sternum the anterior border of the right long 
was observed to extend to the left of the middle line. The 
left lung, which was slightly retracted anteriorly, was ad- 
herent at its base, and the pleura was somewhat thickened. 

27t6 left hing was emphysematous anteriorly. The lower 
lobe was very cedematous, and in parts was apparently semi- 
solid, and on section about an inch or so above the base it had 
the appearance of camified lung (an apoplectic condition ?)• 

The right lung was emphysematous and cedematous. 

The bronchial tubes were somewhat congested, but the 
surface was in no part ulcerated. 

There was no tuberculous deposit in either lung. 

The liver was not cirrhotic. 

Kidneys. — Small and cirrhotic. Capsule adherent ; several 
small cyste in each. 

The heart was greatly hypertrophied, but the valves were 
competent. 

BemarJcs. — This case is, I think, of sufficient importance to 
be brought before this Society, both from its clinical as also 
therapeutic interest. Haemoptysis as the prominent symptom, 
extending over several months, associated with cirrhosis of 
the kidneys is uncommon if not rare. While epistaxis 
occurring during the course of chronic renal disease, and cere- 
bral haemorrhage occurring both during the course and also 
as an inmiediate cause of death, are well known to writers on 
medical subjects as well as to practising physicians, hasmop- 
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iysis as a symptom is not so. With one exception^ I cannot 
in English medical literature find any reference to the sub- 
ject; no article on haemoptysis to which I have had access 
mentions its possible or probable association with renal dis- 
ease. The exception is Dr. Dickenson^ who^ in his work on 
Diseases of the KidneySy mentions that in one instance in 
his practice there was copioas frothy expectoration which 
was often tinged with bloody and the lungs at this time were 
found to have become suddenly perraded with bronchial and 
moist sounds. And^ later on^ Dr. Dickenson states haemoptysis 
is one of the rare accidents of the disease. While literature 
is thus silent practising physicians are^ I believe^ familiar with 
the condition ; at least I gather so from conversation with two 
or three on the subject. Some French writers assert that 
broncho-pulmonary haemorrhage in cirrhosis of the kidneys 
is common. As regards German literature^ I have not come 
across any book or treatise which speaks of it^ but my 
acquaintance with foreign literature is not extensive. Imay^ 
perhaps^ briefly state the conditions under which I have seen 
haemoptysis in renal disease. The most frequent condition 
has been in renal cirrhosis^ when haemoptysis has been a 
symptom indicative of approaching death. It may occur a 
week or a few days before, or even only on the day of death. 
It is accompanied by frothy expectoration, and is due to con- 
gestion and oedema. Once only have I met with haemoptysis 
in a case of large white kidney, in which case the haemoptysis 
occurred three days before death, and was due to pulmonary 
infarct ; there was no cardiac lesion beyond a dilated mitral 
valve. 

Apart from this, which I might call terminal haemoptysis, 
I have once met with haemoptysis, which occurred on one 
occasion only two years before death, in a case of renal 
cirrhosis. As the case is interesting I briefly record it. 

G. G., aet. 45, unmarried, in a Government office, was sent 
to me by his medical attendant as suffering from tuberculosis 
of the left apex, stating that the physical signs were slight, 
but that he had had haemoptysis. The history of haemoptysis 
was as follows : — He had for some time a cough in the early 
morning, and on one occasion while coughing expectorated a 
teaspoonful of bright blood. The day following a few streaks 
were coughed up. Since that occasion no haemoptysis had 
occurred. The patient was of a sallow complexion. The 
heart was greatly hypertrophied and the second sound at the 
base accentuated, and there was evidence of arterio-sclerosis. 

VOL. XXV. 16 
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Thepercussion note over the left infra-clavicular region was 
muffled. The breath-sounds were vesicular, and there were 
a few moist rd^les. The urine, which was frequently passed 
at nighty was of a sp. gr. 1010, but contained no albumen. 

I wrote the medical attendant that I did not consider the 
case one of tuberculosis, but one of cirrhosis of the kidneys^ 
and that the haemoptysis was due to rupture of a small vessel 
or a small aneurysm of a bronchial artery. The physical signs 
at the left apex were attributed to the altered condition of the 
lung owing to the hypertrophy of the heart. A few months 
after the hasmoptysis the patient had slight hemiplegia of the 
left side. A year and a half later I again saw the patient^ 
when there was albumen in the urine with hyaline tube casts, 
and I thought also early optic neuritis. Subsequently the 
patient died^ but no post-mortem was allowed. 

Therapeutic interest. — There can, I think, be little doubt but 
that the drag administered by the eight medical practitioners 
who had previously treated the case was ergot, especially 
in the two instances in which subcutaneous injections were 
administered. In every instance, according to the statement 
of the patient, the haemoptysis was increased. In subsequent 
treatment, during the administration of the iodide of potas- 
siam, the tense arteries became much less so, and with this 
the haemoptysis became less. Again, when ergot was admin- 
istered the arterial tension was much increased, and the 
haemoptysis also increased. This fact tends in a measure to 
support the view I have for a long time held, which was first 
suggested from observation of cases in the Brompton Con- 
sumption Hospital : ^' That the treatment of haemoptysis in a 
routine way with ergot is wrong ; and that ergot, in many 
instances, produces an increase of the haemoptysis rather than 
a diminution." 
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XLIV. — Two cases of Ttcbercular Disease of the Breast 
and Aadllairy Olaiids. By W. Abbuthnot Lane, 
M.S. Bead May 13, 1892. 

MY object in bringing the following two cases before the 
Society is to obtain some information from its members 
as to their experience of the supposed rarity of this affection 
of the breast. My opinion is that tubercular disease of the 
breast without infection of axillary glands is by no means 
rare. One cannot but be struck by the frequency with which 
one finds chronic suppuration in the breast during lactation 
in those who have very marked phthisical antecedents^ or 
who have also advanced pulmonary tuberculosis at the same 
time. 

In reading a very interesting description of a case of 
tubercular disease of the breast in the Transactions of the 
Pathological Society* by Mr. Shattock^ I find the following 
statement : — '^ There is^ so far as I am able to ascertain^ but 
a single case to be found in modem English literature^ and 
that is one briefly recorded by Dr. Hebb — so briefly, indeed, 
that were it not that it is published in the Society's Trans- 
actions (vol. xxxix) it might excusably be overlooked." Mr. 
Shattock also expresses much doubt as to the supposed 
rarity of tubercular disease of the breast alone, and would 
assume that many cases of chronic suppurative mastitis are 
tubercular. 

As the first case was published in the British Medical 
Journal, September 13, 1890, 1 will deal very briefly with it 
here. 

S. A. C, 8Bt. 38, a robust woman and unmarried, had 
suffered from a tumour of her breast for eighteen months. 
This proved to be a branching abscess, which involved the 
greater part of the organ. Associated<with this abscess were 
a number of matted, caseating, and suppurating glands in the 
axilla, which were all removed. They were typically tuber- 
cular in section. She has no evidence of tubercle elsewhere, 
and she had, as far as could be gathered, no phthisical ante- 
cedents. She got quite well after the operation, and had no 
recurrence of the tubercular mischief. 

The second case is that of a married woman, E. T., set. 34, 

* Vol. zl^ IMereular DUeate of the BreoH. 



244 Mr. Lane's Cases of Tubercular Disease of Breast. 

who came under my care in Guy's Hospital in December, 
1891. Some of her brothers and sisters, and probably also 
her mother, suffered from tubercular affections. 

She had two children. She was unable to nurse the first 
one, but the second took the breast for two months. While 
nursing that child, which is now four years old, she suffered 
from an abscess in the left breast. This abscess burst, and 
continued to discharge at intervals since. About a year ago 
a second swelling appeared at a distance from the original 
abscess, and it gradually increased in size till it reached its 
present dimensions. She had lost flesh lately. On admission 
she was found to be a very delicate-looking woman, with very 
distinct changes in the apex of her left lung. There was a 
discharging sinus leading into an abscess cavity in the outer 
part of the breast, and a distinct abscess cavity in the lower 
segment of the organ. There were a number of glands filling 
up the axilla, one of which had broken down and discharged 
its contents into the sinus already described. 

The abscess cavities were freely opened up and scraped, 
and the glands, which were matted together, caseating or 
suppurating, were removed as completely as possible. She 
progressed satisfactorily after the operation, though some 
induration remained in the locality occupied by the glands. 

I also had under my care a patient with chronic mammary 
abscesses in both breasts. She had a strong family history of 
phthisis, but, though very phthisical-looking herself, no 
evidence of tubercle could be found in her lungs. 

Associated with either mammary abscess she had con- 
siderable enlargement of the axillary glands. 

She would only allow the abscesses to be opened and 
drained, so that I cannot state the condition of the glands, 
nor am I aware whether they subsided after the abscesses 
ceased to discharge. 
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XLV. — Cases of Cubitus Valgus and Cubitus Varus 
arising from fracture at the elbow-joint. By T. 
W. NuNN, F.B.O.S.Bng. Bead February 23rd, 
1892. 

AT the commencement of the Session 1888-9 of this Society 
I brought forward a case, the consequence of fracture 
of the elbow-joint in a schoolboy. The immediate purpose 
of the communication was to record an instance of complica- 
tion by the laceration of, or some other violence to, the ulnar 
nerve. The injury to the nerve had so far impeded its 
function that there was paralysis of the muscles supplied by 
it, and a loss of sensation in the area of its distribution. I, 
however, stated that besides the injury to the nerve there 
was a bowing inwards of the limb, and I took the opportunity 
of suggesting that, as some deformity of a similar or of an 
analogous kmd so often resulted from fracture at the elbow, 
it would be well to replace the usual treatment in the flexed 
position by putting up the arm in an extended one. The 
woodcut outline on page 246 illustrates the inward bowing 
referred to, and is from a photograph of the arm of the 
patient now having grown up; it shows a condition of 
cubitus valgus. 

I was not aware at the time that Dr. lUingworth, of 
Accrington, had already, in a paper read at the meeting of 
the British Medical Association held in Dublin, 1887, advo- 
cated this position, and had invented a special splint, as Dr. 
Ulingworth did not succeed in getting his paper reported in 
the Jou/mal of the Association until February, 1889. 

On the other hand, Mr. Christopher Heath, late President 
of this Society, in a lecture on "Fractures of the Upper 
Extremity,** delivered at University College Hospital, and 
published in the Lancet, January, 1889, advised, as of old, 
the treatment of fractures at the elbow in the flexed position, 
and accentuated his teaching by giving the history of the 
case of a military officer who, after treatment in India of a 
fracture at the elbow in the extended position, had experienced, 
to quote the words of the lecture, " disastrous results.** The 
fracture was caused by a fall from horseback at polo playing. 
There had been sloughing of the whole front of the forearm 
and destruction of uie idnar and median nerves. I submit 
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that in this case the sloughing and destruction of the nerves 
was not caused by the adoption of the extended position^ but 
that the '^ disastrous results'' were brought about by the 
severity of the injury and the possible absence of requisite 
watching in the early days after the accident. I do not 
pretend to criticise a Inreatment of which I was not a witness. 
The headlong pace at polo would account for the severity of 
the injuries^ and there may have been local circumstances 
rendering the requisite watching unattainable. Any way^ 
however^ the case affords a striking example of the serious 
nature of fracture at the elbow-joint, for where there is frac- 
ture, not to mention the addition of a dislocation, the con- 
sequent very rapid and extensive swelling makes the risk of 
mischief from bandage-pressure great, and constitutes an 
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almost insuperable obstacle to the attainment of an exact 
knowledge of the actual condition of the joint itself, or rather 
of the parts entering into the formation of the joint. 
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Shortly after the date of my commanication Sir James 
Paget pointed out to me in the Proceedings of the Cferman 
Surgical Society, Congress^ April^ 1888^ a contribution by Dr. 
Carl Lanenstein^ of Hamburgh on the treatment of fractures 
at the elbow-joint by the extended position (also published 
in Yon Langenbeck's Archives, vol. xxxvii). In it Dr. 
Lanenstein says this treatment secures a greater mobility of 
the joints and prevents the occurrence of the deformity of 
either cubitus valgus or cubitus varus^ a deformity which^ 
notwithstanding there may be no serious accompanying want 
of mobility^ may prove of ultimate prejudice to the patient^ 
as^ for instance^ by the calling in question his capacity for the 
military profession. 

Woodcut B is from the arm of a gentleman^ now a field 
officer in Her Majesty^s Service, who, when a candidate for 
admission as cadet at the Royal Military Academy, Woolwich, 
narrowly escaped rejection by the medical examiner, on 
account of the deformity of cubitus varus, consequent on an 
injury to the elbow-joint when a young lad. At the Patho- 
logical Society I exhibited in 1865 a cast of the then boy's 
arm {vide Transactions, vol. xvii, p. 220), believing the injury 
the boy had suffered was a subluxation ; and in this view of 
the case the late Mr. James Moncrieff Amott, who saw the 
patient with me, coincided. 

I had, however, afterwards reason to alter this opinion, 
for on dissection of a similar deformity found in a subject 
brought into the anatomical department of the Middlesex 
Hospital Medical College (the deformity being detected by 
Mr. Albert Reeves, now on the staff of the London Hospital, 
then our Demonslnrator of Anatomy), it was evident that a 
badly united fracture of the lower end of the humerus, imme- 
diately above the condyles, had caused a similar deviation 
from the normal contour of the limb. The preparation was 
shown during the following session of that Society, and I, 
at the same time, distinctly stated that the deformity in 
question was only observable on complete extension {vide 
Transactions, vol. xviii, p. 211), it being hidden by flexion. 
It is in relation to this masking of malposition of the frag- 
ments by the flexure of the limb, that treatment by the 
method recommended by Dr. Lanenstein and by Dr. lUing- 
worth has an important advantage, since the surgeon can by 
his eye detect any deviation from the normal direction of 
the axes of the humerus and bones of the forearm. To this 
advantage Dr. Lanenstein attaches great weight, and he 



248 Mr. Nnnn's Cases of Cvhitua Valgus and Cubitus Varus. 

farther adduces in support of his recommendation^ that in the 
extended position the bones of the forearm afford a lever in 
adjusting the fracture of the lower end of the humerus ; and 
besides this^ it has the advantage that the anterior portion of 
the capsule of the joint is held on the stretchy so that there 
is less danger of the bones of the forearm becoming entangled 
in the callus^ and of the mobility of the joint being interfered 
with thereby. 

With regard to the gravity of fracture at the elbow, the 
age of the patient has an important influence. Is the risk 
of anchylosis greater if the accident occars before puberty 
than afterwards ? Thus fractures at the elbow fall into two 
classes : those before consolidation of the epiphysis, and those 
when the lower end of the bone has firmly united with the 
shaft, when the epiphysis and the diaphysis are one. 

Other photographs illustrating the deformity, for some of 
which the writer was indebted to Dr. Illingworth, were exhi- 
bited. 
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XLVI. — A case of Sarcoma of the Buttock treated by 
ligature of the internal iliac artery. By Fbedebigk 
Treves. Bead May 27, 1892. 

THIS case has been brought forward for the pnrpose of 
illustrating the effect of the ligature of a main artery 
upon the progress of a sarcomatous growth. 

The patient was a sturdy-looking lad of 16^ who was 
engaged as a bricklayer's labourer. He was sent to the 
London Hospital by Dr. Alfred Kennedy, of Plaistow, and 
was admitted on October 8, 1889. ISia muscular develop- 
ment was exceptional for his age, and from his physique it 
would have been supposed that he was older than he was. 
He had always enjoyed good health. There was no fact in 
the medical history of his family calling for comment. 

He came to the hospital with a large swelling over the 
left buttock. He had had a fall some six months previously, 
in which he had alighted upon this part of his body. He 
soon recovered from the accident, and no symptoms remained 
to remind him of it. Two months before admission he began 
to have pain in the left hip. It was at first noticed only 
when he walked. It later became more continuous. 

On admission on October 8, 1889, he was very lame. His 
gait was that of a patient with hip disease. Any attempt 
at movement evidently caused considerable suffering. The 
most he could do in the way of movement was to " walk *' 
round the bed. This short distance was accomplished partly 
by hopping on the sound leg, partly by shuffling, and all the 
while the body was supported by the hand resting upon the 
edge of the bed. Without support he could not walk a step. 

The swelling occupied the whole of such part of the 
gluteal region as would be represented by the posterior half 
of the OS innominatum. It formed a conspicuous projection 
about the size of the two fists when placed together. It was 
globular in outline. Above it reached to the iliac crest, and 
below to the great trochanter. Its outline was fairly well 
defined, although it was evidently deeply placed. The skin 
covering it presented a few conspicuous veins, but was in 
other respects normal. In the anterior one third of the 
tumour fluctuation was distinct. The rest of the mass felt 
elastic and exhibited a pseudo-fluctuation. The patient 
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thought the swelling had appeared about six weeks before 
admission. It was not noticed until some time after the pain 
had set in. 

The mass was not tender to the touchy but it is remark*' 
able that the patient complained of great tenderness in the 
groin. No enlarged glands were discovered there nor in 
other parts. 

The thigh was kept flexed and adducted^ and when lying 
in bed the patient supported the limb with his hand. He 
was very loth to have it moved. Pressure of the head of the 
femur against the acetabulum caused no pain. There was 
no pain in the knee. The temperature ranged between 99** 
and 100°. 

The history of an accident^ the lameness^ the position of 
the thigh^ and the presence of a fluctuating gluteal swelling 
suggested an abscess about the hip. The evidence^ however, 
was not convincing. The larger part of the swelling ex- 
hibited no fluctaation^ pressure of the femur against the 
acetabulum caused no pain^ while the temperature was value- 
less as a guide. 

The majority of those who saw the case inclined to the 
diagnosis of sarcoma. 

The lad rested in bed for four days with his thigh sup- 
ported upon a pillow. He became much easier. On October 
12 an exploratory incision was made into the fluctuating 
part of the tumour. About one and a half ounces of clear 
serous fluid escaped. A cyst had been opened. An exten- 
sion of the incision revealed a solid but very vascular growth. 
A small fragment was removed for examination. It proved 
to be spindle-celled sarcoma with many round cells. The 
bleeding was very free, but was arrested by pressure. As 
soon as the dressings were removed the hsBmorrhage re- 
curred, and for some ten or twelve days it gave considerable 
trouble. 

From first to last a good deal of blood must have been 
lost. The tenseness of the swelling was, however, removed, 
and the patient was greatly relieved. In due course the 
wound healed soundly. The tumour soon sprung forth 
again, soon reached its original proportions, and gave evi- 
dence of very rapid growth. 

By November 8 — i. e. one month after admission — the 
patient was worse than ever. 

The tumour had grown so vigorously as to have almost 
doubled its size. It was again very tense, and now occupied 
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nearly the whole buttock. The pain was very severe, the 
patient could only sleep with morphia, and he could not bear 
to have the thigh touched. He had lost flesh and had 
become cachectic-looking. It was evident that the constant 
pain was wearing him out. 

I resolved to tie the internal iliac artery. No other 
measure for the relief of the patient's distressing symptoms 
appeared possible. 

The operation was performed on November 8, 1889. I 
opened the abdomen in the median line below the umbilicus. 
The pelvis was tilted until the intestines were easily displaced 
upwards. A few large sponges introduced into the abdomen 
kept the coils out of the way and the area of the operation 
absolutely clear. The peritoneum was divided over the vessel 
to the extent of 1| inches. The artery was followed down 
from the point of bifurcation of the common iliac. The vein 
appeared to be nearly three times the size of the artery. 
Care had to be taken to avoid the ureter. As many sympa- 
thetic nerve-fibres accompany the vessel it is well that it 
should be thoroughly laid bare. Catgut was used for the 
ligature. 

No operation could have been simpler, and it occupied 
but a very short time. The abdominal wound was closed in 
the usual way and healed well. No growth was discovered 
in the pelvis. 

The improvement that took place in the patient's con* 
dition was remarkable. The pain left him entirely before 
ten days had elapsed. He soon was able to move the limb 
without inconvenience. His sleep was undisturbed. His 
appetite returned. He lost the drawn and careworn look^ 
and began to rapidly gain flesh. 

The strangest feature was the subsidence of the tumour* 
As each week passed it became smaller and smaller. Had 
not a section of the growth been actually made the correct- 
ness of the diagnosis must have been seriously questioned. 

Within a month of the operation the patient got up. He 
was weak from long confinement to bed, but he could walk 
without pain. He left the hospital on December 10, 1889. 

He came to show himself on January 17, 1890 (nine weeks 
after the operation). He had nothing to complain of . He 
could readily walk eight miles a day, and had actually 
walked that distance on the day on which he came to show 
himself. He was robust-looking, and, according to his 
friend's impression, he was as well as ever. He had regained 
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his normal weight. The tumonr was no longer visible. On 
palpation it was found to be much shrunken and much firmer^ 
and was now quite small. 

So remarkable was the alteration in the patient that once 
more it seemed as if by some strange accident an error must 
have been made in the diagnosis. The very copious bleeding 
which followed the exploratory incision suggested that an 
aneurysm with unusual features had been dealt with. 

The patient came to the hospital from time to time. 
When last seen the growth was increasing again^ but the 
pain originally complained of had only returned in slight 
degree. 

He kept about until the end of August, 1890. By this 
time the mass had attained to nearly its original size. He 
took to his bed early in September, and died on January 6, 
1891, fourteen months after the operation. 

Before his death the tumour fungated, and the lad became 
greatly emaciated. No post-mortem examination was made, 
and, so far as I am aware, there were no evidences of 
secondary growths elsewhere. 

The simple operation carried out gave the patient imme- 
diate relief from very distressing symptoms, and enabled 
him to continue to move about for a period of ten months. 
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XLVII. — A case of Gastrostomy for stHcture of obso- 
phagus at the age of four : eventual restoration of 
the normul passage. By H. H. Glutton. Bec^ 
May 27, 1892. 

FOB the notes of this interesting case, and for the care and 
attention bestowed upon this little patient, I must thank 
the successive house surgeons at the Victoria Hospital — Mr. 
Staveley, Dr. 0. W. F. Young, and Mr. Robert Nairn. 

A girl, 8Bt. 4, was admitted by Dr. Wm. Wallis Ord into 
the Victoria Hospital for Children on July 30, 1889, with the 
following history : — Seven weeks previously, when she was 
three years and ten months old, she had swallowed a piece of 
caustic soda whilst some workmen were unloading at a starch 
manufactory. Her mouth was very much burnt at the time, 
and she was taken to a hospital. When her mouth had im- 
proved she was able to take liquid food for a time. But 
gradually this became more and more difficult, till finally, 
four days before admission, she had been unable to swallow 
anything at all. A bougie was arrested at 6 inches from the 
teeth. Her weight was 1 stone 12^ lbs. 

During August no bougies were passed. She was fed 
chiefly by nutrient enemata, and her power of swallowing was 
found to materially improve — so much so that she could at 
the end of the month swallow milk and beef -tea freely. Her 
weight had, however, only increased ^ lb. 

September 1 — 13. — Frequent attempts were made to pass 
bougies, both with and without the assistance of chloroform, 
but all were unavailing. She lost 4 lbs. in weight during 
this fortnight. 

September 13. — ^Mr. Glutton performed cesophagotomy, 
with the hope of being able to obtain direct access to the 
stricture. The obstruction was, however, found to be just 
within the thorax, and could not be drawn into the wound for 
inspection. Bougies of all kinds were passed both through 
the mouth and through the wound, but none were successful. 
The wounds in the oesophagus and in the neck were therefore 
rapidly cfosed with sutures, and the first stage of a gastros- 
tomy immediately commenced. 

An incision was made 1^ inches long, parallel with the 
left costal margin, and the abdomen quickly opened. The 
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omentum and transverse colon presented and were poshed 
on one side. The stomach was with diflSculty drawn forward 
and rapidly fixed with two harelip pins to the wound in 
the abdominal wall. They were pushed through the whole 
thickness of the abdominal wall across the axis of the wound, 
but only through the serous and muscular coats of the 
stomach. This method was adopted on account of its rapidity 
of execution^ as some time had necessarily been spent in ex- 
ploration of the stricture through the oesophagus. 

To ensure a large surface of the visceral and parietal 
layers of the peritoneum being brought into contact a few 
sutures were passed about the centre of the wound from the 
serous surface to the skin^ and the rest of the wound closed. 
The child rallied well from the shock of the double operation, 
and passed a good night. She was fed by nutrient supposi- 
tories. The temperature rose next day to 102° F., but sub- 
sequently gave no cause for anxiety. 

At the end of the fifth day (September 18) the second 
stage of the gastrostomy was completed without chloroform. 
An opening having been made into the stomach, a silk suture 
was passed through each edge of the incision and attached to 
one of the harelip pins. As the skin was not touched by the 
needle no pain was caused. A No. 9 catheter was introduced 
and 8 oz. of peptonised milk at once given. The catheter was 
left in, and orders given that she should be fed in the same 
way every three hours. The pins were removed on September 
24. She rapidly gained flesh, and on November 20 weighed 
28 lbs. 13 oz. Dr. W. W. Ord, who was then house physician, 
suggested a most useful plug which entirely prevented any 
leakage in the intervals of feeding; this was a rubber protector 
made for the end of a thermometer. The skin around the 
fistula was consequently never at any time excoriated. During 
November she was running about the ward, but till the end 
of this month no attempt was made to pass an oesophageal 
bougie. Several efforts were then made to pass a bougie 
through the oesophageal obstruction, but always without 
success. 

December 9. — Chloroform was given and bougies passed 
both through the mouth and through the gastric fistula into 
the oesophagus, but nothing could be made to pas3 through 
the stricture. 

No further attempt was made to pass bougies till the end 
of January, 1890, as it was thought best to give the parts 
absolute rest. 
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January 12, 1890. — She was bright and Kvely, but can 
swallow nothing. Weight 2 st. 5i lbs. 

January 25. — On testing her again a few days ago it was 
found that she could swallow a teaspoonful of milk very 
slowly without regurgitation, and is now taking a pint of 
milk by the mouth in the day. 

January 27. — ^Under an ansBsthetic a very small whale- 
bone bougie was passed through the stricture and tied in. 

January 30. — Whalebone withdrawn and replaced by No. 
S bougie. 

February 3. — Bougie withdrawn and Nos. 4, 5, 6, and 7 
passed, the last tied in. 

February 6. — ^No. 7 withdrawn and No. 9 passed. It was, 
however, removed, as there had been a good deal of saliva- 
tion from the retention of the bougies and a slight rise of 
temperature. 

During the rest of February the bougies were passed with 
varying success, but never reached beyond the size of No. 9. 
She was able to swaUow mince slowly and any amount of milk, 
but at night she was fed by the gastric fistula. 

During March and April there was increasing difficulty in 
passmg bougies, so that the smaller sizes had to be employed, 
and even these sometimes failed. At the same time she had 
greater difficulty in swallowing. She then had bronchitis, 
and during this time no bougies were passed at all. After 
this period of rest larger bougies could be passed. It was 
therefore decided to introduce them about once a week, or 
once in ten days. 

Daring May and June the passage of the instruments was 
often very difficult and sometimes impossible, and smaller 
sizes had again to be employed. Soft pewter bougies seemed 
to answer better than gum-elastic. 

During July and August bougies of all kinds and sizes 
failed, but the child continued to swallow liquids and mince 
by the mouth, and remained in good general health. She 
was then fed entirely by the gastric fistula, so as to give the 
oesophagus complete rest. 

On August 28, after two more failures, during a fortnight 
in which no attempt was made to pass any instrument, a 
small pewter bougie was successfully introduced, but no other 
could be passed. 

During early part of September she was sick and unable 
to swallow anything, attempts to do so being followed by 
regurgitation. 
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On September 17 a small pewter instrument was passed 
through the stricture and tied in^ reverting practically to the 
original method with which this treatment was commenced. 

On the 18th this was replaced by No. 7 gum-elastic 
oesophageal bougie and also tied in. 

On the 18th and 19th the same method was continued and 
No. 10 tied in. After this the instruments were not tied in, 
but passed daily^ Nos. 10^ 11^ and 12 being used^ and the 
patient was allowed to swallow. 

During October the same sizes were passed^ but for a day 
or two at a time they were omitted^ according to the difficuUy 
that had been experienced on the last occasion. 

During November they were passed twice a week, and the 
sizes increased to Nos. 13 and 14. 

During December all difficulty appeared to be at an end, 
but the bougies were continued as before. 

January 12, 1891. — Just sixteen months after the gastros- 
tomy, the plag in the gastric fistula was left out, and on the 
23rd she was allowed to go home on the understanding that 
she came once a week for the passage of the bougies. 

May 7. — " Readmitted on account of the gastric fistula. 
She had attended weekly^ fortnightly, and latterly monthly, 
to have No. 14 bougie passed. This has always been accom- 
plished without difficulty .^^ There was no excoriation around 
the fistula, but it occasionally discharged a little fluid. As 
there was now no contraction to be felt on passing the bougie 
(No. 14) , it was thought that an attempt might be made to 
close the fistula. 

On May 11 the fine point of Pacquelin's cautery was 
therefore passed, under chloroform, through the fistula. 

By June 10 the fistula appeared to have closed, a small 
patch of granulations alone remaining at the orifice. She 
was allowed to leave the hospital. 

On July 11 she was admitted again on account of the 
fistula, which had not closed, but discharged very much less 
than formerly. Pacquelin's cautery was again applied, and 
the patient allowed to go home in about a week. 

She attended once a month to have the bougie passed, and 
latterly once in six weeks. 

December, 1891. — ^The bougie (No. 14) passes without 
any difficulty or sign of recontraction, but the fistula still 
exists, for a probe can be passed into the stomach. But the 
amount of discharge from the orifice is so insignificant that 
it seems scarcely worth while to interfere by any operation. 
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It produces a stain of about the size of sixpence in twenty- 
four hours. 

February, 1892. — ^No. 14 passed. No sign of contraction. 

May, 1892.— Fistula had closed. 

The case is interesting from several points of view. 
Firstly, the age of the child, which was a little under four 
years. Secondly, gastrostomy had to be performed to save 
life. Thirdly, the oesophagus was eventually restored to its 
natural function. 

Mr. Morgan recorded an exactly similar case in Clin. 
Soc. Trans., vol. xix. A boy, aet. 9 years and 3 months, 
who came under his care in 1885. The oesophagus had not 
been re-established at the time the case was recorded, but 
Mr. Morgan informs me that this was successfully accom- 
plished shortly afterwards, and that the gastric fistula has 
now been closed two or three years. 

Gastrostomy by harelip pins was, I believe, first suggested 
by Mr. Macnamara, and successfully carried out by Mr. Boyce 
Barrow in 1884 {Brit. Med. Joum., February 2, 1884, p. 1134). 
It seems to me to fulfil every requisite for a rapid operation 
with good apposition of peritoneal surfaces. 



VOL. XXV. 17 



258 Dr. Drew's Case of Letu^oeyihwmia. 



XL VIII. — A case of LeucocythcBmia treated with Ar- 
senic. By Douglas Drew, M.B., B.S.Lond. Bead 
May 27, 1892. 

THE following case is of interest as a supplement to a 
similar case in which more extensive observations were 
made of the effect of arsenic on the blood by Mr. A. E. 
Barton while he was house physician to Dr. Ringer (the 
report of which may be found in the Therapeutic Oaaette of 
September, 1888). 

I wish to thank Dr. Binger, under whose care the patient 
was, for his permission to publish these notes. 

W. S., aet. 21, was admitted to University College Hospital 
on August 8, 1891. The history obtained was that until 
three months before admission he had enjoyed good health, 
following his occupation of jeweller. He first noticed that 
he was growing weak, and was losing flesh somewhat. After 
these symptoms had persisted about six weeks he began to 
have pain in the left side of his abdomen, but it was not 
severe, and he paid no attention to it. 

He only noticed that his abdomen was getting larger 
shortly before he came to the hospital, and was unaware of 
the presence of the tumour. There were no other symptoms, 
no epistaxis. He had always lived in London. 

August 8, 1891. — At the time of admission he was dis- 
tinctly anaemic ; his face, lips, and conjunctivas were pale. 

On examination his abdomen was seen to be somewhat 
full, and the umbilicus was stretched transversely; its two 
sides appeared to be about equal in size. 

A large tumour was felt on the left side, which was evi- 
dently the spleen, and was slightly tender. Its anterior 
border came from beneath the costal margin just at the ensi- 
f orm cartilage, and it sloped downwards and to the right to 
a point an inch inside the right anterior iliac spine. 

Its lower margin reached 3 inches below the level of the 
umbilicus, and on the left side one finger could be inserted 
between its margin and the left anterior iliac spine. The 
surface was uniformly smooth. No notch could be felt in its 
margin. No murmur or friction was heard over its surface. 

No enlargement of the liver could be detected (see 
Fig. 23). 
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There was a systolic mnrmur audible at the apei of the 
heart. 

There were no abnormal physical signs in the lun^. 




Disgrani she 



Notes. — Daring the first three days observations were made 
of the condition of the blood. (Dr. Gower's haeraocytometer, 
made by Messrs. Hawksley, was the instrument used.) 

Angnst 11. — The red corpuscles were 70 per cent., and the 
white were very nnmerous, 1 to 14 red. 

August 12. — Treatment was commenced, and throughout 
its course the same preparation of arsenic was nsed (Liquor 
ArBemcalis). The dose first prescribed was in_vj three times 
daily after food ; it was rapidly increased until Augnst 20, 
when he was taking Ti\xlviij minims daily, and began to show 
signs of intolerance, so that the dose bad to be diminished. 
In a few days this passed ofi, and the medicine was again 



increaaed. 
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By September 14 lie was taking a drachm of the Liquor 
Arsenicalis daily^ and distinct diminntion in the size of the 
spleen could be made out. The examination of the blood 
showed that the red corpuscles had fallen to 67 per cent., and 
the relation of white to red was 1 to 55. He again began 
to be troubled with toxic symptoms, with pain in the abdo- 
men and diarrhoea. Tinct. Opii iTl.iij was given with each 
dose of medicine with relief. 

By September 28 he was taking 72 minims daily, and 
the spleen was found to extend 1 inch to the right of the 
middle line and 1 inch below the umbilicus. The red cor- 
puscles were 73 per cent., and the white to the red 1 to 155. 

From September 28 to October 5 he was again troubled 
with vomiting and diarrhoea, and the dose had again to 
be decreased. It was noted on October 5 that the white 
corpuscles had risen to 1 to 110 red, and on October 10 
(five days later) the spleen had increased slightly. This 
increase in the number of white corpuscles and in the size of 
the spleen followed the diminution of the dose of arsenic. 

On October 12 the drug had again been increased to 90 
minims daily, and by October 16 to 102 minims, and the 
spleen had again decreased ; it now extended just to the right 
of the middle line and about 1 inch below the umbilicus. 

On November 4 he was discharged from the hospital 
and sent to a convalescent home. He was directed to con- 
tinue his medicine in the same dose, 100 minims daily. A 
few days before he was discharged he became very slightly 

{"aundiced, but this had almost disappeared when he left the 
Lospital. 

On November 14 he was looking much better, but had 
been unable to take the fuU dose of medicine. On examina- 
tion it was found that the spleen was smaller than at the time 
he was discharged, the lower edge reaching downwards to 
half an inch above the umbilicus. The examination of the 
blood showed that the red corpuscles had risen to 84 per 
cent., and the white to the red were 1 to 256. 

On November 28 he was again examined; the spleen 
remained about the same as on the last occasion. The red 
corpuscles were 88 per cent., and the white to the red had 
fallen to their normal proportion, about 1 to 400. His health 
was also much improved, and he was well enough to do some 
light work. 

During the time the patient was under observation *^'^ 
urine was examined at intervals ; it was of normal 
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acid reaction, and frequently contained a deposit of aric acicy 
There was at times slight elevation of temperature. "" ' 
maximum temperature reached was 101,2°. 

Remarks, —Jxtdging from this ca,se, arsenic appears to be 
quite as efficacous in leucocythsemia as in lymphadenoma and 
in perniciouB aneemia, and the benefit derived seema to 1 




dependent on the drug being administered in sufficientn! 
large doses, 

The point which is most striking in this case is the diirect 
relation between the variations in the size of the spleen and 
the number of white corpuscles present in the blood. Wiile 
under treatment the white corpuscles gradually decreased in 
number until they reached the normal proportion, and at the 
same time the spleen steadily diminished in size. 



Dr. Drew's Case of Leueocylhxmia. 
Fio. 26. 
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It also seemed that both the white corpuscles and the size 
of the spleen varied inversely with the dose of arsenic 
administered^ as when the dose was decreased or was not re* 
tained^ there followed in a few days an increase both in the 
white corpuscles and in the size oi the spleen. 

The diagrams give a fairly accurate idea of the alteration 
in spleen. 

The chart shows the variations of the red and white cor- 
puscles and of the hsBmoglobin. It is to be noted that the 
red corpuscles and hsBmoglobin are measured by the percent- 
age, while white corpuscles are measured by their numerical 
relation to the red^ and so are not figured to the same scale. 

The deficiency in the percentage of red corpuscles and of 
hsBmoglobin shows that there was a moderate degree of 
ansBmia. 
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I. — A case of Spontaneous Displacement forwards of 
both wrists. By William H. Bennett. Exhibited 
October 23, 1891. 

THE patient^ A. M.^ is an agricnltnral labourer^ aged 40^ 
wlio was admitted into St. G-eorge's Hospital under my 
care on September 28, 1891. 

History. — He enjoyed perfectly good health until about 
ten years ago, never baying been at any time laid up for a 
single day, and having had no sign of rheumatism or other 
ache or pain. 

About the time mentioned, whilst pulling at a rope which 
was frozen to the ground, he felt a "snap " in botii wrists, 
accompanied for the moment by a little pain which rapidly 
subsided. He went on with his work as usual, and thought 
nothing more of the matter till two months later, when he 
noticed that his wrists seemed rather weak, and ached a 
good deal after a hard day's work. A few weeks after this 
he noticed a change in shape about the wrists, first on the 
left side and then on the right, the weakness at the same time 
becoming more marked. 

The change in shape increased rather quickly, and by the 
end of six months from the time at which the distortion was 
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first noticed^ tlie condition of the wrists was practically tlie 
same as at present. No farther cliange has occorred^ so far 
as he knows at all events^ daring the past seven or eight 
years. Two years ago he '^ sprained " his right knee ; some 
swelling followed and has never disappeared. This joint has 
been stifi and the whole limb weak ever since. 

The patient is a big-boned^ anwieldy sabject^ complaining 
of no ache or pain in any part excepting the affected knee 
and wrists. The whole carpas on each side is displaced 
almost completely forwards^ prodacing a characteristic defor- 
mity. On the left side the dislocation is complete from both 
ulna and radius ; but on the right side^ whilst it is complete 
from the ulna, it has not reached quite such an advanced 
degree from the radius. On both sides the outlines of the 
articular surfaces of the bony parts can be plainly felt and 
demonstrated; over the articular surfaces^ which are quite 
free from any evidence of erosion or deformity, rather large 
flabby bursal tumours have developed. 

There is no grating of auy kind in these joints, the 
movements of which are of course greatly limited. The dis- 
placement is irreducible. 

Although the wrists are themselves weak and stiff, a 
strong grasp is easily effected by the fingers and palm, so 
that, in spite of the deformity, heavy weights can be raised, 
and a hard day of manual labour can still be done, although 
it is followed by aching pain and considerable increase m 
size of the bursal swellings over the bone ends. 

The affected knee is in the condition of *' rheumatoid " 
arthritis with effusion. During movement, which is much 
restricted, rough grating can be felt. 

In the remaining joints, with the exception of the right 
shoulder, in which a very slight creaking is perceptible, 
there is no indication of any arthritic changes. 

No symptoms of ataxia are present, and the reflexes 
generally are normal. 

The cause of these peculiar displacements must, I pre- 
sume, have some connection with the '' snap " felt when the 
Eatient was attempting te lift the frozen rope. The injury, 
owever, was so slight that no effect was produced until aboat 
two months later, when the weakness and change in shape of 
the parts attracted attention for the first time. 

That the patient has a tendency, te arthritic changes is 
clear from the evidence afforded by the affected knee, and 
the creaking in one shonlder-joint. I 
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Altogether the case is of a very nnnsnal kind^ and I have 
met ¥rith only one other instance presenting anything like 
the same condition^ and in that case there was neither trau- 
matism nor any evidence of a tendency to arthritic change to 
account for the displacement. 

The patient^ E. P., was an otherwise strong and perfectly 
healthy young woman^ a cook^ set. 24^ who was under my 
€are in St. Oeorge's Hospital in July^ 1882. She stated that 
her right wrist had gradually been changing shape for about 
a year; for three months the left wrist had been growing out 
<)f shape in a similar way. At the same time gradually 
increasing weakness developed^ and a month before her 
admission she was compelled to give up her work. She had 
always been healthy^ had never had rheumatism^ and knew 
of no injury. Her reflexes generally were normal. 

The right wrist was completely dislocated forwards. The 
displacement of the carpus from the ulna was complete^ and 
from the radius nearly so. The articular ends of the radius 
and ulna projected under the skin^ but there were no bursal 
swellings or other irregularities about them. 

On the left side the displacement was well marked but 
was only partial^ representing in fact an earlier stage of the 
complete condition on the right side. 

Under the influence of an anaesthetic the deformity on 
both sides could be rectified by a moderate amount of trac- 
tion, but immediately recurred spontaneously. 



II. — A Case of Tonic Spasms j with intermittent spas- 
m^dic attacks^ occurring for a period of six months 
in a hoy : recovery after treatment rvith physostig^ 
mine. By G. Newton Pitt, M.D. Exhibited October 
23,1891. 

STEPHEN Jj., set. 7, came as an out-patient under me at 
Guy's Hospital on October 5, 1891, when his peculiar 
appearance at once attracted attention. 

Owing to an abnormal tonic contraction of his facial 
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mnscles his palpebral fissnres were mnch diminished^ so that 
they were reduced to narrow slits, especially upon the right 
side. The naso-Iabial folds were much deepened, suggesting 
a slight ^' risus sardonicus/* 

He walked sti£9y, with knees and thighs never completely 
extended, leaning forward slightly, with his neck held rigidly, 
and his upper extremitiei^ flexed, not dissimilar from the gait 
seen with cervical caries. He was afterwards admitted into 
the hospital under my care, when the following history was 
obtained. 

Family history. — The father has been intemperate, but 
appears quite healthy; there is no history of any nervous 
disorders among his relations. The mother is healthy, and 
has two other boys aged six and three, and a girl aged four, 
who are quite well ; one infant died at the age of five weeks 
in convulsions. One of the mother's brothers died at the age 
of fifteen, after seven days' illness. He had been liable to 
headaches and occasional attacks of abdominal pain. One 
Friday, while dressing, he was seized with pain in the right 
arm, which extended down his side; he was confined to his 
bed until the following Monday, when he went to work for 
the day, but became ill again in the evening, and died the 
same week. 

One of her sisters died at the age of seven, after two 
weeks' illness. She was troubled with numbness, pins and 
needles in her feet, and attacks of headache. One day she 
was seized with violent abdominal pain, which is said to have 
caused a kind of fit. Her teeth became clenched, and 
remained so until her death, which took place quietly. She 
did not speak after the commencement of the attack, and only 
a very small amount of liquid food could be forced between 
her teeth. It is stated that she had some paralysis on the 
left side. 

It was at first thought that these illnesses might have borne 
some relation to that from which the patient is suffering. I 
therefore obtained copies of the death certificates, which 
were as follows : — Elizabeth P., '' gastric fever," and George 
P., " typhoid fever." 

Personal history. — There was no di£Sculty at the patient's 
birth, and he cried lustily when bom. He had no fits in. 
infancy, and was a quick, active boy until October, 1890, when 
he had an attack of epidemic parotitis, for which he was treated 
by Mr. Maude, of W esterham, to whom I am indebted for the 
following notes : 
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October 10. — The cliild has been ill three days. Temp. 
103°. 

October 11. — Epistaxis. Temp. 103°; prQse 120, irregular. 
Considerable parotid swelling upon both sides. The cliild 
is very ill, and has been delirious for the last two nights. 
Tongue dry and brown. 

October 12. — The parotitis has increased. Temp. 103°. 
Diarrhoea. The child is very feeble and ill. 

On the 16th the temperature was normal and the parotitis 
decreasing. 

Mr. Maude says he never saw a worse case of mumps, but 
the amount of parotid inflammation was slight. The boy 
became very ansBmic. 

December 2. — On November 30 it was noticed that his 
face was drawn. He has slight left facial paralysis, chiefly 
of the lower portion. There is no deafness and no otorrhoea. 
The paralysis was visible for about three weeks ; it cleared 
up entirely, but on April 7 there was another sudden attack. 

Mr. Maude, who has known the boy for four years, had 
noticed nothing more about him than that he was delicate, 
prone to catarrh, and especially to gastric catarrh. 

It is difficult to obtain a very definite account of the onset 
of his present condition, but his parents noticed in April that 
the right palpebral fissure was again imperfectly open, while 
the left was wide open. They soon noticed that his left arm 
and leg became stiff, and after a few weeks the left side of 
the face was affected in a similar manner to the right, but 
more slightly, while the rigidity affected all his limbs 
somewhat. 

Since May they have noticed that at night he is awakened 
by attacks of rigidity, in which he utters a muffled scream, 
and frequently bites his tongue. These attacks vary in fre- 
quency and severity, and but rarely occur in the daytime 
unless he is asleep. They have noticed he is often more 
rigid at night than in the daytime. 

During May he was in the Ormond Street Hospital for 
Sick Children under the care of Dr. Lee. He was seen by 
Dr. Hadden, but as none of the spasmodic attacks appear to 
have been noticed the condition was thought to be one of 
hysteria. 

For some time he has been unable to open his mouth more 
than half an inch on account of the rigidity of his masseter 
and temporal muscles ; he has the greatest difficulty in mas- 
tication, and practically cannot bite ; he is unable to feed him- 



270 Living Specimens. 

self ^ and sometimes whilst lie is being fed a spasm comes on^ 
so tliat the spoon is clenched between his teeth. He is unable 
to congh^ bnt makes rather a sort of sneeze. 

Only once has he had incontinence of nrine ; this occurred 
during a severe spasm of pain. He has had no convxilsiy» 
attacks other than those described. 

Formerly he was very active and good-tempered^ and 
used to play about vrith the other children. Since the com* 
mencement of his illness he has kept quiet^ and moves about 
only slowly. He falls down readily^ and last week cut his 
head in consequence. 

Besides the pain in the abdomen which accompanies the 
spasmodic attacks^ and the raw granulating painful condition 
of his tongue due to the recurrent injuries produced by the 
sudden spasms of his jaws^ he has a more or less constant 
epigastric pain, and Utterly a pain in his groins. 

He is only able to button his clothes with difficulty. Tho 
spasmodic nocturnal attacks have occurred more frequently 
of late, and he has become more irritable. 

If he is fatigued or worried his attacks at night are worse, 
and he appears to have fewer attacks mth a milk than with a 
solid diet. 

He has not grown this year. He is free &om headache^ 
vomiting, and optic neuritis. 

There has been no wound or injury. 

The boy was admitted into G-ny's Hospital on October 19» 
He is a sturdy, well-nourished little boy, vrith his facial 
muscles habitually semi-contracted, as if about to cry. 

The left palpebral fissure is vrider than the right, but th» 
amount of facial contraction varies. It is most marked when 
he is tired or perturbed, and especially at night. 

His stemo-mastoids, and to a less degree the trapezii, are 
almost always rigid and contracted, and in bed he usually liea 
with his head retracted. 

The abdominal wall is rigid and firmly contracted, but 
there is no retraction of the wall. 

When told to open his mouth he does so to about half an 
inch with difficulty, and has the greatest difficulty in pro* 
truding his tongue on account of the rigidity of the linguid 
muscles. 

The extremity of the tongue is occupied by an unhealthy,^ 
granulating, ulcerated surface, 1^ inches by ^ an inch, whi^ 
is almost nightly injured in his attacks. He is unable to 
masticate his food, partly on account of the sore condition of 
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Iiis tongae^ bat mainly owing to the moscular rigidity. He 
flattens his food into small^ thin laminaa^ which he poshes in 
between his teeth. There is no dysphagia. 

In the daytime his arms are but slightly more stiff than 
normal^ but he is slow in his movements. The legs are rather 
more stiff than the arms^ but the amount of stiffness varies. 
,The various forms of sensation are everywhere normal. 

Plantar reflexes and knee-jerks normal. On attempting to 
obtain ankle-clonus the legs become rigidly extended. 

The boy is quick-witted and observant. He speaks indis- 
tinctly and in a monotone^ but the sore condition of his tongue 
and his closed mouth sufficiently explain this. 

He has but few spasmodic attacks in the daytime^ but 
when they occur they commence suddenly without any warn- 
ing. It is not clear what determines an attack ; pain often is 
sufficient ; blowing upon his face has no effect. 

At nighty while asleep, the attacks occur more frequently. 
Blowing upon his face will at once bring on an attack. They 
occur at all hours of the nighty and if asleep in the daytime 
he often has one. 

He wakes up suddenly with a more or less general violent 
muscular spasm; his jaws are clenched and the tongue fre- 
quently bitten; the facial muscles contract vigorously; his 
neck is strongly retracted, the abdomen rigid, the legs usually 
extended. The arms are the parts least affected; they are 
generally flexed, but the hands are not clenched. With the 
onset he generally cries out. 

The duration of the attacks varies ; many last less than half 
a minute, but the more severe ones last with occasional re- 
missions for as much as five minutes ; these are practically a 
succession of attacks, and often occur if he bites his tongue. 
He does not lose consciousness, nor does he become livid nor 
foam at the mouth. There is never any clonic convulsion. 
These attacks are momentarily very painful from the mus- 
cular cramp, especially of the diaphragm and abdominal 
muscles, and from the condition of his tongue. There is no 
abnormal sensitiveness of either the muscles or the nerves to 
mechanical stimuli. During a spasm the conjunctivas are 
not insensitive; with severe spasms the pupils are widely 
dilated, but in slighter attacks the pupils react to light. 
His viscera are normal. His bowels are constipated. His 
mouth was painted with Glyc.Boracis,5ss; Cocain Hydrochlor, 
gr. viij ; Aq. Camph., 5J > ^^^ later on a gargle of Condy^s 
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fluid was lued^ and he took Syr. CbloraL, «t 3^; Anunon. 
Brom.^ gr. y; Elix. Sacc.^ n^ij ; Aq. ad 5]> three times a day. 

The Syr. ChloraL was increased gradoaJly after a few days 
ap to 5J^ and the bromide to gr. jsy, three times a day. 

When awake the abdomen is rigid^ bnt in sleep it has 
been noticed to be relaxed. The facial contaractnre diminished 
slightly^ and he conld open his month slightly wider after he 
had been in the hospital a week. 

November 4. — ^At first he was kept in bed^ and when 
allowed for two days to be np the attacks at night were more 
severe and more frequent. He has since then been kept in 
bed^ bnt the attacks are still frequent. 

Number of attacks of spasm in the preceding twenty-four 
hours : 
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For the first few weeks of his stay in the hospital his 
condition was so serious that it seemed quite probable he would 
not recover. 

November 5. — The boy has improved in some slight 
details. He opens his eyes rather better^ but on exertion the 
palpebral slit again becomes very narrow. On the right side 
it is *5 cm.^ but rather more on the left. There is no ptosis^ 
the eyelid moving up and down normally with the eye. The 
pupils are of normal size; react to light and accommodation; 
the optic discs and retinad are normal. 

His tongue is healing at the tip ; he bites his cheeks less 
frequently; the left used to suffer the most. He is able to 
feed himself, but is very slow, taking over an hour for each 
meal ; he masticates soft things slightly. 

There is generally some slight spasm of masseters and 
trapezii, but marked and constant spasm in the intercostal, 
abdominal (especially the rectus), the stemo-mastoid, and the 
facial muscles. When he respires the diaphragm descends, 
but the intercostals do not move. 

For some nights past a bandage has been placed vertically 
round his head and jaw to prevent him &om biting his tongue, 
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and it has been fairly successful ; lie has also had much fewer 
attacks. 

Thenoctumal attacks commence with an expiratorysplutter 
and a suppressed cry^ to be instantly followed by spasm of 
the facial and masticatory muscles with strong retraction 
of the head. In severe attacks he has his legs rigidly ex- 
tended ; the arms are less often affected^ but may be extended. 
The hands have never been noticed clenched. 

He usually kneels up or turns over on his face and knees^ 
and puts his hands to the back of his neck. He often cries as 
the attacks pass off. He never becomes livid^ although his 
&ce may be congested. 

When lifted and when he is washed it is found that he is 
nsually stiff. When he walks the rigidity of his neck is the 
most marked feature^ but he walks unsteadily with his feet 
apart. 

Epigastric^ abdominal, and plantar reflexes brisk. 

Sensations to temperature, touch, and pain normal. Mus- 
cular sense perfect. 

The pulse is 132; it is always quicker after an attack. 
His bowels are regular and the motions normal. 

The boy was shown as a living specimen at a meeting of 
the Clinical Society on October 23, 1891, and was referred to 
a committee consisting of Drs. Barlow, Beevor, Hadden, and 
Pitt, to examine and report upon the case. 

The committee met at Guj^q Hospital on November 12th. 
The boy was put under chloroform, and even after the con- 
junctival reflex had disappeared the anterior abdominal 
muscles remained more or less rigid, and the rectus at times 
stood out in raised masses corresponding to the intervals 
between the tendinous insertions. The facial and masseter 
spasm relaxed, and the stemo-mastoids also became lax. The 
rectus abdominis reacted normally to f aradism and galvanism^ 
with the exception that the general rigidity and tone of the 
muscle was much increased, and the contractions produced 
by the electrical stimulation continued slightly longer than 
normal. The orbicularis oculi reacted normally to faradism, 
and no tonic spasm of the muscle was induced. With 
galvanism CGC produced a double short rapid contraction^ 
and CGC was greater than AGO. 

The stemo-mastoids, pectoralis major, and lower facial 
muscles reacted normally to f aradism and galvanism. As the 
boy was recovering from chloroform he was seized with a 
spasm of the facial and body muscles which lasted for half a 
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minnte. He as nsnal cried ont vrith the pain produced by 
the muscnlar cramp. 

From November 6th to the 16th he took Mist. Bhei 
CO. 5^8 three times daily^ and 01. Bicini ^ss on Novem- 
ber 11^ in order to exclude the possibility of his attacks 
being doe to any intestinal worms or to any gastro-intestinal 
derangement. The effects of the chloral and bromide on the 
attacks were not very marked^ nor has there been any marked 
chaDge in the last ten days^ but the attacks are less frequent 
and less severe than formerly. 

On November 16 he commenced to take Ext. Physostig- 
matis^ gr. X, as a pill three times a day. 

The following is a list of the nocturnal attacks of spasm 
which the nurses saw^ but probably there were other and 
slighter attacks which failed to attract notice. 





AUacks. 


November 17 


4 


19 





„ 20 


2 


„ 21 


Extract Phyflostiginatis, i gr. t. d. 8 


28 


1 


„ 26 . 


8 „ n i gr. t. d. 8. 


„ 28 


. Some. 



Although the fits have been much less frequent of late he 
still walks about slowly^ bending forward and holding himself 
rigidly. He is very apt to stumble and fall. He still keeps 
his face screwed up^ and opens his mouth with difficulty. 
On most nights the nurse hears him scream^ but the spasm 
has almost aJways passed off before she reaches him. 

December 1. — Ext. Physostigmatis^ gr. 1 1. d. s. Last night 
he had several attacks of spasm ; with the severe ones he was 
found by the nurse on his hands and knees^ with rigid abdomen^ 
retracted head^ and clenched mouth. 

During the latter part of November the nurses have 
noticed he does not become so markedly rigid when he is 
being washed as he has done previously. He but rarely 
bites his tongue, and his facial expression is less abnormal. 
The sore on the tongue is much smaller, and is healing rapidly. 

December 5. — He has had fewer attacks and the rigidity 
is less, but he complains of great epigastric pain. This 
morning he vomited several times, and became veiy pale and 
collaps^. The physostigma was omitted. 

December 11. — ^The collapse and vomiting passed off on 
the 5th, and since then there has been a steady improve- 
ment daily. He has had no attacks of spasm, the rigidify 
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of the abdomen is mncli less^ he opens his month wider^ and 
his expression is daily improving. He is quicker in his 
movements and less clumsy. 

December 12. — R Ext. Physo. gr. ^, t. d. s. 

December 29. — He has now practically recovered; his 
expression is perfectly normal, he is still slow and uncertain 
in his movements, but improves daily; the anterior part of his 
tongue has quite scarred and healed. 

January 1. — ^From December 3rd to 30th he had no 
attacks of spasm ; on the night of the 30th he had two slight 
ones, and another last night. 

January 2. — Slight attack of spasm in which he cried 
out. The temperature has been normal throughout. 

January 10. — Discharged quite well. 

February 29. — ^He came up for inspection to-day. He has 
been perfectly well and free from any attack for two months. 

He came up to see me at the end of March, as the parents 
thought he was going to be ill again ; he had had no attacks 
of spasm. 

May, 1892. — I have waited until the present time to be 
certain that he has completely recovered, and as the last 
spasm was on January 2nd, we may consider this to be the 
case. The point is one of great importance, as it excludes 
the possibility of the disease being a congenital one, about 
which I was for long in doubt.* 

With regard to treatment : — ^Eest in bed, careful dieting, 
gentle purging, chloral, lapse of time, and firm moral treat- 
ment produced but little effect on the disease. Still I think 
the frequency of the attacks was rather less in November 
than in October. 

The eflfect, however, of increasing doses of extract of phy- 
sostigma, commencing with one sixth of a grain three times a 
day on November 16th, and increasing to half a grain three 
times a day on December 1st, was marked ; having taken this 
dose for four days, he was saturated with the drug, and from 
that day the change in his appearance was marked. 

The main features of the case are an attack of mumps in 
November, 1890, followed by some facial paralysis. 

In April, 1891, there was some tonic over-contraction of 
the right facial muscles, which was followed by a similar con- 
dition of the muscles of the left side of the body, and gradu- 
ally became general. 

A more or less persistent tonic condition of most of the 

* July. — The boy remains in perfect health. 
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voluntary muscles^ especially of the rectns abdominis^ the 
stemo-mastoids^ the masseters^ and the &cial muscles^ deve- 
loped and lasted for over six months. There were not infre* 
quently attacks of more severe spasm^ chiefly when he was 
asleep. 

In the slight attacks the muscles named were those which 
were chiefly affected, but in the more severe many other mus- 
cles became rigid ; the muscles of the extremities, especially 
of the upper, almost entirely escape. 

The boy's movements are slow and clumsy on account of 
his rigidity, but he is extremely intelligent and very sharp 
mentally, having a very humorous way of expressing his 
ideas. He is free from headache, vomiting, and optic neuritis*. 

It is at once obvious that his symptoms are not typical of 
any well-known disease, and we have to decide whether they 
are due to an abnormal variety of a well-recognised disease, 
or whether the case is one of a type which has not hitherto^ 
been described. 

The only gross organic lesions which need be considered 
are tubercular meningitis, hydrocephalus, and cranial tumour, 
and these may at once be excluded for the following among 
other reasons : 

The boy's ffeneral health was &^ood,and he has had no vomit- 
ing, headache, or other symptoms of gross organic disease. 

The various conditions without gross organic disease, 
which produce tonic spasms, may be grouped as foUows : 

1. Eeflex disturbances from intestinal worms and other 
causes. 

2. Severe nutritional disturbances of nervous system r 
(a) toxic conditions, such as tetanus, strychnine, &c. ; trismus 
neonatorum ; (/3) exhaustion from over-use, such as writer's 
cramp ; (y) tetany, the cause of which, if not rickets, is un- 
known. 

3. Congenital abnormalities of the nervous system, such as 
the three groups of cases described by Thomson, Eulenberg 
{Neurologisches Centralblatt, 1886, p. 265), and Gowers. 

4. Hysteria. 

The first group may be excluded, because there was no 
evidence of any source of irritation, the symptoms did not 
correspond to those which have previously been attributed to 
such cause, and the recovery was distinctly traceable to the 
effects of the physostigma. 

The second group present features closely allied to the^ 
present case. 
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In fimction-spasms from over-nse the affection is asso- 
ciated with certain overworked muscles; and this boy had 
not oyer-nsed any sets of muscles. 

Tetany may be exclnded^ as the hands and f eet^ which 
were least affected in the boy^ are the muscles which in that 
disease are rigid first of all. 

The case presents many features of similarity with te- 
tanus. 

The spasm was constant in the masseters^ rectus abdo- 
minis^ stemo-mastoids, and trapezius^ producing the trismus^ 
«tiff neck^ and risus sardonicus of that disease. 

There were attacks of spasm in which there was opistho- 
tonos^ and the tongue was bitten. 

A closer examination will, however, show many reasons 
for doubting whether we should look upon the present as a 
very chronic form of that disease. 

The history of the onset of the attack is that in April he 
had spasm of the right side of his face, soon the left limbs 
were affected, and only after some weeks the rest of the body. 

So gradual was the onset of the illness that nothing 
abnormal was noticed while he was in the Great Ormond 
Street Hospital for Sick Children, and he was sent home 
within a short time. 

The attacks, which gradually became more frequent and 
more severe, did not entirely cease until the following 
January. 

The attacks were always more severe when he was asleep, 
and could then be readily induced, e. g. by blowing on his 
face ; while in the daytime, although he was rigid for months, 
he did not have many attacks of spasm. 

Such a partial and gradual onset, such a prolonged course 
lasting over months, and the increased nocturnal irritability 
are entirely opposed to our experience of tetanus. 

Still exceptional cases do occur, in which the duration 
runs into months rather than weeks, as in a very remarkable 
case that appeared to be tetanus, which lasted for five months 
before it proved fatal, in a case under Dr. Groodhart's care 
last year. 

The illness, although it took months to fully develop, may 
have been associated with the parotitis, and be due to some 
at present unrecognised form of poison. 

The third series of cases may be briefly summed up as 
follows, so as to indicate the points of similarity and differ- 
ence from the present case : 
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a, Thomsen's disease. — Transient rigidity of muscles^ which 
comes on when they are first put in action after a period of 
rest. The muscles of the face are usually free. The disease 
is confined to certain families^ comes on before adult lif e^ and 
never subsides. 

A very typical case was reported by Dr. Hale White in 
the Gruy's Hospital Reports for 1889. 

/3. Bulenberg, under the title congenital paramyotone, de- 
scribed a disease which afEected 29 out of 121 members of a 
family during six generations. The children were born with 
the affection^ which consists essentially of transient attacks of 
tonic spasm of many muscles, which are readily induced, 
especially by cold. If a member was free from the disease 
his children also escaped. New-born children showed the dis- 
ease by long-continued closure of the eyelids when they were 
washed in cold water. 

When a patient laughed the mouth remained open for a 
minute, and the use of hands and legs was often greatly 
hindered by attacks of rigidity. It was impossible for them to- 
keep their eyes open in £(, wet cold wind. The attacks of 
spasm were followed by paresis and weakness, which lasted for 
twenty- four hours. 

y. Oowers^ case of tetanoid chorea, in a boy est. 10, where 
there was a family history, a brother having been said to 
have died from a similar illness, and a sister had since been 
affected and died showing the same symptoms. These con- 
sisted of a continuous tonic spasm, varied by paroxysms of 
more intense but similar spasms, involving both sides of the 
face and the tongue so as to press it against the soft palate 
and impede swallowing and speaking; the arms were extended, 
pronated, and rotated inwards, while the fingers ' moved 
slowly and irregularly like athetosis ; the legs were extended 
at all the joints, the feet over-extended in talipes equino-varus, 
and at times the legs were slowly flexed and lifted off the 
bed. Muscles of trunk were not affected. Nothing was- 
found in post-mortem examination. 

There is great uncertainty as to the nature of the fatal 
illnesses of the brother and sister of the patient. They are 
registered as typhoid and gastric fever respectively, but I 
thought at one time that their diseases might have some bear- 
ing on the present case. Since, however, my patient appears 
now to have recovered completely, I do not think it at all 
probable that the disease is a congenital one, and it is quite 
distinct from the three series of cases to which I have alluded* 



DESCRIPTION OP PLATE IV. 

To illostrate Dr. Newton Pitt's Case of Tonic Spasms. 

Pig. 1. — Prom a photograph taken in November, 1891, showing the 
appearance the boy presented throughout his illness. 

Pig. 2. — Prom a photograph taken in January, 1892, after the boy's 
recovery. 
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Hysteria is so complex and varied in its appearances^ that 
many are very apt to fall back upon it as an explanation of 
almost any nervous phenomena if they do not fall into any 
weU-recognised group. 

Unless some well-defined symptoms of hysteria are present 
it is not justifiable to make this diagnosis ; and even when 
some of the phenomena are present, the possibility of some 
organic disease having induced the hysterical symptoms must 
not be lost sight of. 

The boy presented none of the well-known symptoms of 
hysteria, and, on the other hand, the persistent trismus, the 
recurrent injury to his tongue, the facial spasm, and the 
occurrence of an attack of spasm while he was still uncon- 
scious under chloroform, are symptoms never found with 
hysteria. 

When trismus occurs with hysteria it only lasts for a short 
time and follows on a convulsive attack. 

A general review of all the above cases leads me to think 
that the present case is distinct from all of them, and that it 
was due to some nutritional and not to a mere functional dis- 
turbance of the nervous system. This was distinct from that 
due to tetanus in the very gradual and partial onset and the 
long duration of the attack, which was almost eight months. 
The symptoms present many points of resemblance to those 
of tetanus, and hence were probably due to some poison which 
was being constantly manuiactured in the system, forming a 
strong contrast with the short course of symptoms which 
occurs with strychnine poisoning when only one dose is in- 
troduced into the system. 

This view would indicate some specific organism as the 
cause, as we may exclude autoinfection from waste digestive 
products such as possibly produce tetany. 

The photographs taken in November show the habitual 
attitude and appearance of the boy. The tremulous condition 
of the boy is shown by the blurred condition of the photo- 
graphs. 

The two photographs taken after the boy's recovery show 
the great difference in his normal appearance and attitude, 
which is a steady one. 
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Beport of the sub-committee appointed to consider Dr. Pities 
case of tonic spasms with intermittent spasmodic attacks 
occurring for a period of six months in a hoy. Recovery 
after treatment with physostigmins. 

Haying examined the above case^ we have come to the 
conclusion that it cannot be classed under any of the ordinary 
categories. We agree with the provisional view expressed 
by the author that the case belongs to the class of nuln-itional 
diseases of the nervous system, and that it has many points 
in common with tetanus^ but is probably due to a different 
poison. 

Thomas Bablow. 

G. Newton Pitt. 

W. B. Haddin. 
May 27, 1892. 



III. — A case of Xanthoma Multiplex. By John Abbr- 
CEOMBiB, M.D. Exhibited November 27, 1891. 

MARY N., 89t. 60, a widow, was admitted under my care at 
the Charing Cross Hospital September 29, 1891. She 
sought admission for intense itching, which she had noticed 
for about eight months. About the same time she had noticed 
that her hands were becoming discoloured in the palms, and 
showing white streaks, and she had tenderness in the joints 
of her fingers. She had been jaundiced for several months, 
and since the summer has perspired very freely, especially 
about the hands. She has noticed that her stomach is getting 
bigger in the region of the liver for one month. In early life 
she was subject to sick headaches, but has never been laid up 
in bed with any illness. She has always been well cared for, 
and been moderate in regard to alcoholic drinks, and has lived 
in the country. She has one son aged thirty-two, healthy. 
Her parents died at an advanced age; she cannot say the 
cause. All her brothers and sisters, with the exception of 
some that died in infancy, are healthy. She has lost flesh 
during her illness. 

The patient is very thin, and her skin and conjunctivad 
are much jaundiced. In each eyelid there is a yellowish- 
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white patch extending from one canthns to the other^ and 
inyolving the proximal half of each lid. There is no per- 
ceptible thickening to the touch. The condition in the two 
eyes is very similar. On the inner aspect of the cheeky at 
each angle of the mouthy the mucous membrane presents a 
yellowish appearance^ and here also there is no obvious 
thickening. The whole of the neck is involved in a similar 
way. The skin is of a peculiar yellowish colour and much 
wrinkled^ but there is no thickening. The palms are of a 
dull claret colour, the skin being moist and sodden ; but in 
the flexures and around the margins and at the roots of the 
fingers the skin is of a yellowish-white colour and dry. Here 
and there the skin feels infiltrated. On the backs of the 
hands are some yellowish streaks, apparently following the 
course of the superficial veins. The two hands are much 
alike. Over the olecranon processes are small variously 
shaped yellowish nodules. The bends of the elbows are in 
precisely the same state as the neck. On the chest in the 
axillary line, on each side corresponding to the eighth and 
ninth ribs, there is a group of small, more or less round, yel- 
lowish-white spots with no perceptible thickening, and around 
the umbilicus is a ring of similar spots. On the dorsum of 
each foot are a few streaks slightly thickened, and apparently 
following the course of superficial veins. 

The chest is natural as regards the heart and lungs. The 
abdomen is enlarged in the region of the liver ; there is no 
ascites. The liver can be felt to extend four fingers' breadth 
below the level of the umbilicus in the nipple line ; the left 
lobe is also considerably enlarged ; the surface of the liver is 
smooth ; it is not painful or tender ; the edge is readily felt ; 
the liver dulness commences above at the fifth rib in the 
nipple line. The urine is high-coloured, but contains no bile, 
and is free from albumen and sugar. 

The patient suffered greatly from the itching of the skin, 
especially of the hands. Lotions of carbolic acid and per- 
chJoride of mercury, sponging with very hot water, and hypo- 
dermic injections of pilocarpine were tried, but without more 
than the most transient benefit. The enlargement of the 
Uver is presumably due to hypertrophic cirrhosis. 
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TV. — Case of Occlusion of Posterior Nares by a septwm, 
apparently of congenital origin. By E. Solly, 
F.R.C.S. Exhibited Niwember 27, 1891. 

RM.^ 8Bt. 16^ was admitted to the Royal Free Hospital, 
• under the care of Mr. James Berry, in February, 1891, 
for the purpose of undergoing Koch^s tuberculine treatment 
for lupus of the left cheek, from which she had suffered for 
about eight years. She had been previously treated for this 
by scraping and various applications with partial success, 
the greater part of the affected area being cicatricial, but a 
few active spots remained here and there, particularly around 
the edge. On admission it was found that she had complete 
naso-pharyngeal obstruction, being unable to breathe through 
either nostril. On digital examination the nares were found 
blocked by a soft structure, the exact nature of which was 
left to be determined under anassthesia. It was then found 
that above the soft palate was a smooth and fairly thick 
septum stretching across both posterior nares, no evidence of 
any opening into the nose being found. The pharyngeal 
mucous membrane was soft and slightly granular, but there 
were no adenoid growths. The septum was perforated with 
a long pair of forceps introduced through each nostril, and 
the opening thus formed was kept patent by the passage 
of a red rubber catheter tied in for twenty-four hours, and 
subsequently passed daily by the patient herself for about 
ten days, after which it remained patent. 

On inquiry it was found that the girl had never been able 
to breathe through the nose for as long as she could remember. 
After the operation her pleasure in blowing her nose for the 
first time was amusing to witness, and with the establishment 
of nasal respiration the sense of smell, practically in abeyance 
before, rapidly developed. Her voice, however, has never 
lost its nasal character. No evidence of previous or existing 
disease was discovered to account for the presence of the 
septum as the result of cicatricial contraction, and from the 
history one may presume that the condition was congenital 
in origin, representing an excess of growth in the formation 
of the palatine arch in the embryo, the very reverse of what 
happens in the case of cleft palate. 

There was no family history of malformations of any kind. 

With regard to the lupus, an apparent arrest of the disease 
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took place during the conrse of tubercnline injections, six of 
which were given at intervals during a period of four months, 
the dose varying from 2 to 5 milligrammes. Whether the 
arrest of the disease could be attributed to this or to the 
effects of previous scraping, or both, is a question not easy 
to settle. 

As far as I can ascertain there is no mention of a similar 
case of congenital nasal obstruction, and I have therefore 
thought it worth putting upon record. 

Note (May, 1892). — ^Patient has been readmitted this month 
to the Royal Free Hospital with a slight return of lupus around 
the old cicatrised patch. This has been scraped. 



V. — A case of Charcot^ s Disease (?) of Tarsus. By C* 
Mansell Moullin. Exhibited November 27, 1891. 

EB., 8Bt. 40, admitted into the London Hospital May 11th, 
• 1891, suffering from an ulcer under ball of little toe. 
Discharged cured on June 6. 

A fortnight after discharge, patient noticed a sudden 
enlargement of right foot. As this continued, and although 
it did not pain him much prevented his continuing his work, 
he was readmitted. 

On admission there was general enlargement of the whole 
of the tarsus with some solid oedema and eczema of the skin. 
The knee-jerks were exaggerated; the pupils sluggish, but 
still reacting to light; no distinct staggering or lightning 
pains, and no crises. The bones of the tarsus were enlarged, 
the mid-tarsal and ankle-joints much too moveable, the arch 
of the foot sunken, and the whole foot displaced from the leg. 
There was no heat, pain, or redness. 

Patient was placed on iodide of potassium as there was a 
history of syphilis, but without any improvement. The 
oedema subsided, but the enlargement, undue mobility, and 
displacement continued unchanged. 
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VI. — A case of Tracheal Tugging m Aneurysm of the 
^ Aorta. By Febdbbiok Tatlob, M.D. Exhiinted 
Jamiary 22, 1892. 

IN the Lancet for 1891, vol. i, pp. 535 and 650, Dr. Mac- 
Donnell, of the MacGrill University, Montreal, wrote an 
article on the '' Diagnostic valne of the Physical Sign Tracheal 
Ta&r&rin&r in Thoracic Anearysm.'^ Althon^rh the use of this 
phyU sign was first described by ai^English surgeon, 
Surgeon-Major Oliver, in the Lancet for 1878 (vol. ii, p. 406), 
it seems to have been practically unknown and unrecognised 
in England. Dr. MacDonnell, however, shows that at 
Montreal the occurrence of this sign in thoracic aneurysm 
has been observed by successive physicians since Dr. Oliver's 
note, and he records a number of cases illustrating its value. 
The directions for eliciting it given by Surgeon-Major Oliver, 
which Dr. MacDonnell does not attempt to improve, are as 
follows : 

'' Place the patient in the erect position, and direct him to 
close his mouth and elevate his chin to the fullest extent ; then 
grasp the cricoid cartilage between the finger and thumb, 
and use gentle upward pressure on it, when, if dilatation or 
aneurysm exist, the pulsation of the aorta will be distinctly 
felt transmitted through the trachea to the hand. The act of 
examination wiU increase laryngeal distress shoald this accom- 
pany the disease. 

Shortly after the publication of Dr. MacDonnell's article 
a patient came under my care in Gruy's Hospital, in whom the 
diagnosis of aneurysm of the arch of the aorta was made from 
the presence of symptoms usuaUy considered characteristic, 
and I at once tried to elicit the new physical sign ^^ tracheal 
tugging.'' He responded at once, and as a crucial test I 
examined four other patients in the ward, one suffering from 
aneurysm of the first part of the aorta, the others from 
different disorders. In no case could I get the pulsation de- 
scribed. 

William L., est. 48, was admitted into Guy's Hospital 
under my care on April 29, 1891, for pain in the chest and 
back, cough, and husky voice. 

He served in the army for twenty-one years, and has since 
been a railway porter. He has had ague and dysentery in 
India. He denies syphilis. Five months ago he was taken 



Living Specimens. 285 

ill rather suddenly with pain in the chest and back^ loss of 
Yoice^ and general weakness. 

On admission he had a dusky and congested f ace^ constant 
cough^ hoarseness of voice^ severe pains down the centre of 
the spine from the mid-cervical to the lower dorsal spines^ and 
pain in the lower sternal region. The chest is somewhat 
barrel-shaped^ and resonance extends over the prsBcordial 
area. Vesicular murmur is deficient at the left base behind. 
The heart sounds are muffled^ but free from murmur. The 
right pulse is compressible, the left pulse is scarcely per- 
ceptible. The laryngoscope shows that the left vocal cord is 
totally paralysed and in the cadaveric position, whereas the 
right cord moves freely. 

The condition of the left pulse, the left chest, and the left 
vocal cord pointed to aneurysm ; and two of these signs indi- 
cated that the aneurysm occupied the concavity of the trans- 
verse part of the arch. 

On trying for tracheal tugging a very definite result was 
obtained. There was never any difficulty in getting pulsa- 
tion communicated to the cricoid cartilage, and hence to the 
fingers of the observer, whenever, with the head extended and 
the month shut, his cricoid was lifted away from the chest. 
The observation was made repeatedly during his residence of 
five months in the hospital, and it can be felt equally well 
now, nine months after his coming under my notice. 

During his stay in the hospital he suffered much from pain 
in lower part of the chest and upper part of the abdomen, and 
had frequent cough. In the latter half of May he had pneu- 
monia of the left lower lobe, of which the traces remained for 
some time. He is in the same condition now as he was on 
his discharge from the hospital, September 24, 1891. 



VII.— J. case of Myxcedema. By Arthur T. Davtes^ 
M.D. Exhibited February 26, 1892. 

ALICE A., 89t. 45, bom in London, married, has had thir- 
teen children, ten of whom are living. She has always 
enjoyed good health, except for an attack of typhoid fever 
foUowed by pleurisy twenty-five years ago. Her father died 
fifty-two years of age, cause unknown ; her mother at forty- 
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six years from phthisis; and she has five brothers and two 
sisters alive and well. 

This patient came nnder my care in November^ 1891^ 
when she complained of constant pain across the loins and 
in the head^ together with shortness of breath difficulty^ with 
slowness of speech and articulation^ profnse menstrual flow of 
frequent character and of dirty chocolate colour^ and of feeling 
very chilly. She further states that she began to get stout 
at thirty-eight years of age^ and that her face began to puff up 
seven years ago^ which has so altered her appearance that for 
the past two years her friends have failed to recognise her. 
Her voice began to change in character about seven years ago^ 
and for six years she has been unable to use her needle owing 
to the puffy condition of her hands ; for three years she has 
noticed increasing slowness in thought and action. 

Patient has a heavy, stolid appearance; is very bulky; 
hair black, rather thin on the vertex; eyelids swollen and 
pearly; nose thickened; forehead lemon tinted, wrinkles par- 
tially obliterated ; eyebrows arched; cheeks puffy, and present 
the characteristic high flush; teeth and gums not affected; 
tongue enlarged ; and mucous membrane of interior of cheeks 
thickened. There is marked fulness above the clavicles ; the 
voice is monotonous and of a low pitch, the vocal cords acting 
very deliberately and slowly ; the hands are puffy and spade- 
like, and skin is very dry; the thyroid is not definitely felt; 
solid oedema of legs and feet; patellar reflexes absent; urine, 
no albumen or sugar ; urea = 1 per cent. 



VIII. — A case of Microcephalus. By Wm. Wallis Oed. 

Exhibited February 26, 1892. 

ALICE E., est. 5i months. Father and mother healthy; 
three other children alive and healthy ; none have had 
fits or are idiotic; one child died at seven weeks of '^ convul- 
sions ;" nothing abnormal about its head. No family history 
of syphiKs or tubercle. 

A full term child ; mother healthy during gestation. No 
history of fright or injury. Head noticed to be peculiar at 
birth. Brought to hospital November 5, 1891, for cough; 
had some bronchial catarrh. 
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On examination no f ontanelle existed ; the cranial satnres 
were nnited and marked by prominent bony ridges; no 
paralysis of any kind detected ; slight " catching of breath " 
at times; papils very small^ eqaal; no history of fits; child 
took the breast well and had no difficulty in swallowing; was 
wen nourished and presented no visceral lesion. 

Measurement from root of nose to external occipital pro- 
tuberance 8 inches; from one external auditory meatus to the 
other^ 7^ inches. 



IX. — Frost-bite in a boy^ the subject of Hxmatinuria^ 
upon exposure to cold. By W. G. Spenoeb. Ex- 
hibited Februaiy 26, 1892. 

A BOY, est. 13, was sent by Dr. Hook, of Brixton, to me at 
the Westminster Hospital on February 18, suffering 
from frost-bite of the toes of both feet, and passing dark- 
coloured urine. The ungual phalanges of all the toes of the 
left foot, and those of the second and third toes of the right 
were in a condition of dry gangrene. The frost-bite oc- 
curred three weeks before, owing to the patient having slept 
out for two nights with some other boys in a van standing 
in a stable yard. He was the only boy affected. 

The boy's mother stated that from one year upwards he 
had always complained much of pain in the loin and between 
the shoulders whenever the weather became cold, and upon 
these occasions he was accustomed to pass urine which was 
frequently as dark as port wine. 

The day upon which the patient came to me was cold, 
there being ice in the parks, and the urine passed in the out- 
patient room was dark-coloured, gave a blue reaction with 
guaiacum and ozonic ether, but contained no red blood-cor- 
puscles (specimen shown). 

The mother further said that he had never had any other 
haemorrhages, nor any evidences of scurvy when a baby; 
none of his brothers and sisters suffered in this way. The 
circulation in the extremities had always been good. Since 
admission the weather has become warmer, and the urine 
normal. 

The case therefore suggests that the reason why this boy 
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was attacked by frost-bite was that the cold at the sama 
time produced in him an excessive destruction of red blood* 
corpuscles. In other words^ the hsdmatinuria predisposed 
to gangrene like acute anaemia from hsemorrhage. Concern- 
ing the tendency to the excessive destruction of red blood- 
corpuscles upon exposure to cold, Dr. Wilhelm Koch* has 
endeavoured to bring haemorrhagic diseases into connection 
with one another by supposing that they are indicative of a 
permanent injury done to the organism by some afiEection of a 
scorbutic character. 



X. — Repaired traumatic separation of Epiphysis of Head 
of Femur. By N. Davies- Collet. Exhibited Feb- 
ruary 26, 1892. 

EBNEST C, aBt. 15, while playing at football about the 
end of November, 1891, fell with another boy on top of 
him and hurt his left hip. He was able to walk home, and 
there he remained almost entirely in bed for a fortnight, but 
occasionally he got up and hobbled about in much pain. At 
the end of that time he was admitted under my care into Guy's 
Hospital. There was pain and tenderness about the hip, and 
some fulness of Scarpa's triangle with slight eversion of the 
foot. The most remarkable symptom was great prominence 
of the trochanter major, which was of natural shape and hardly 
at all tender. This prominence at once suggested dislocation 
of the hip, but the head of the femur could not be felt in any^ 
abnormal position. At first no shortening was detected. 
There was no active movement of the hip, but passive move- 
ment, though painful, was almost complete. The next day, 
December 10, 1 examined him under ether. A rubbing sensa- 
tion, or very slight crepitus could be felt when the thigh was 
rotated outwards. There was some limitation to the movement 
of abduction, while adduction and the other movements of 
the hip were free. I made a careful measurement, and foimd 
that the injured limb was a quarter of an inch shorter than 
the other. 

The injury was unlike a fracture of the cervix on account 

• *' BhUeukrankkeiten," DeuUche ChirurgU. 
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of the prominence of the great trochanter. Moreover^ if, as 
is asoal in so yoang a patient, the fracture had been extra- 
capsular, I shoold have expected to find the great trochanter 
altered in shape and very tender. 

The diagnosis of dislocation was excluded by the fact that 
the head seemed to be in the acetabulum. I could find no 
other explanation of the symptoms than that a separation of 
the epiphysis of the head had occurred, and that the upper 
surface of the shaft had glided upwards and outwards upon 
the obliquely placed plane of the epiphysial line, so as to 
produce a slight shortening, together with the marked projec- 
tion of the great trochanter. Probably some fibres of the 
periosteum had remained untorn, so as to prevent the two 
surfaces from becoming completely free of one another. 
This would also account for the fact that the boy had been 
able to walk about a little. The rubbing sensation felt when 
the limb was moved about under ether was also confirmatory 
of the diagnosis of separated epiphysis. 

The subsequent progress of the patient was satisfactory. 
He was kept in bed about four weeks with a long outside 
splint and perineal bandage on, and two weeks afterwards he 
went out nearly well. The shortening had increased to half 
an inch. When shown at the meeting he could move his leg 
about as freely as the other. There was no pain, but the 
great trocliantor was as prominent as ever, a^d distinctly 
nearer to the crest of the ilium than upon the uninjured side. 

July, 1892. — Since writing the above I have seen a patient 
under one of my colleagues with a similar deformity, viz. 
shortoning of the limb accompanied by great projection of 
the great trochanter; and I inferred that separation of the 
upper epiphysis had occurred. Excision of the head and 
neck of the femur was performed upon this patient, and it 
was found that there was a separation of the epiphysis, which 
had united by bone, after the gliding upwards of the shaft, 
to which, as I have suggested, the deformity was dae in the 
subject of this communication. 
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XI. — A case of Suture of the Musculo-spinal Nerve. 
By Stanley Boyd. Exhibited March 25, 1892. 

PEBCIYAL S., 8Bt. 3, admitted to the Charing Cross Hos- 
pital December 5, 1889^ with a small sinas close to the 
insertion of the right deltoid, leading to bare bone. 

On December 17 the sinas was slit np and a scale of bone 
three quarters of an inch long removed; on February 13 
another sequestrum was pulled out ; and on March 1 and 8 
exploratory operations were undertaken, but no sequestra 
found. 

On March 13 weakness of muscles supplied by the musculo- 
spiral was first noticed. Acccording to the notes it increased 
until on March 28 wrist-drop was marked, but there was no 
evident wasting, and no loss of sensation. 

I now saw the case for the first time, and on March 31 
I opened up the sinus, removed several sequestra by 
splitting open a shell of new bone which surrounded them, 
found the musculo-spinal nerve divided opposite the sinus, 
and the ends, of which the lower was the more swollen, 
embedded in scar tissue. Granulation tissue was carefully 
removed with a sharp spoon, the wound washed with 1-1000 
perchloride lotion, the nerve-ends were freshened and brought 
together by three catgut stitches, the soft parts were united 
over the nerve by buried sutures, and the skin- wound closed 
by a continuous thread of horsehair. Elastic pressure was 
made by means of a wool dressing, and the arm was fixed 
to the side. 

April 7. — Dressed ; all stitches had yielded ; wound gaping. 

April 17. — Discharged, with a sinus to which a moist 
boracic dressing was kept applied. It was thought best to 
make no further attempt at nerve suture until the septic 
sinus should have healed. After treatment as an out-patient 
for a month he was readmitted on account of burrowing 
(May 15). 

On July 18 a small sequestrum was felt and removed. 

Between this and the summer of 1891 seven pieces of bone, 
very small, came away. 

Last September he came up to the hospital healed and 
possessing complete power. 
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XII. — Three cases of Compound Ganglion treated by 
complete excision. By Stanley Boyd. Exhibited 
March 25, 1892. 

CASE 1. — P. M., a girl ast. 24, admitted to Charing Cross 
Hospital July, 1889. 

In April, 1889, patient fell and hurt right wrist, which 
began to swell a month later ; the metacarpo-phalangesd joints 
became flexed and only slight active motion was possible in 
them. 

July, 1889. — ^Mr. Bellamy incised the swelling above the 
wrist on the ulnar side of the median line and expressed a 
little pulpy material and half a dozen melon-seed bodies ; he 
drained the cavity. 

December, 1890. — Patient returned to the hospital with 
the wrist swelling again and a good deal of pain in the palm. 
From this time on the movements of the fingers became more 
and more imperfect till April 14, 1891, when she was re- 
admitted. It was then noted that there was no history of 
phthisis. There was a tense swelling both above and below 
the annular ligament, between which fluctuation was distinct 
and loose bodies could be felt. The palmar swelling extended 
into the thumb. The index finger could be moved &eely ; the 
three others and the thumb could be slightly flexed at the 
last inter-phalangeal joint, and the thumb could be imperfectly 
opposed to the fingers. No other voluntary movements of 
the fingers were possible, and slight passive movements 
caused pain. 

April 15. — Operation through a median longitudinal 
incision from 2 inches above the wrist nearly to the heads of 
the metacarpals. The annular ligament was cut through and 
the median nerve found anterior to and distinct from the 
tumour; the morbid tissue was carefully dissected off the 
tendons of the superficial and deep flexors, the lumbricales, 
and to some extent from the long flexor of the thumb. No 
disease of bone was f onnd. Iodoform paste^ was well rubbed 
in, the annular ligament united with catgut, and the skin 
wound closed with horsehair. The hand was fixed to a Carr's 
splint by a. firm bandage applied over a wool dressing. The 
tightness of the bandage caused some pain. Active and 

* Powdered iodoform made into a paste with 1 in 1000 perchloride of mercury 
lotion. 
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passive movements were begun next day and were practically 
painless. 

April 21. — Movement improving; dressed; a little ac- 
cumulated blood let out. After this movement did not in- 
crease^ so, on May 1, forcible movement was performed under 
nitrous oxide; the skin wound gaped, but granulated and 
Healed up steadily. Forcible movement under gas was made 
several times in this case. She left the hospital on May 15. 

March 1, 1892. — Readmitted with fluid in flexor tendon 
sheath of right middle finger. 

On March 2 a f-inch incision was made over the meta- 
carpo-phalangeal joint, the sheath scraped out with a spoon 
and tubercular tissue removed, the interior rubbed with 
1-500, iodoform paste applied, and wound sewn up. She left 
apparently cured on the 9th March. 

Case 2. — G. A., secretary and typewriter, ast. 27. No 
family history or previous history of phthisis. 

1888. — Swelling and stiffness of left third finger when 
learning typing; then no finger could be fully flexed, and 
difficulty in moving fingers increased to January 3rd, 1890. 
Improvement on hot bathing, passive and active movement, 
and counter-irritation, up to June 4, 1890, when fourth and 
fifth fingers became fixed in semi-flexion and the swelling at 
wrist became tense, hot, and painful, preventing sleep. 
Symptoms subsided under rest and moist heat; 5J — ^ij of 
yellow slightly viscid fluid were drawn off, but the tension 
was diminished, a very elastic swelling remained, large and 
tense above the wrist, chiefly towards ulnar side ; smaller in 
the palm, with communicated pulsation. There was a good 
deal of pain running up the arm. No glands affected. 
Wrist-joint apparently sound. 

June 1 7. — Operation, without division of annular ligament, 
by incision above and below it ; cheesy pus found around gan- 
glion above ligament. In ganglion, clear fluid and thick gela- 
tinous stuff mixed with "melon-seed" bodies. Ganglion tissues 
dissected off tendons above ligament, scraped off with spoon 
in palm. Bare bone felt about bases of third and fourth meta- 
carpals. All tendons of flex, sublimis seemed to be involved. 
The ganglion was distinctly loculated, there being a cavity 
round each tendon in which the melon-seeds lay. 

25. — ^Discharged, healed, except at one spot which led 
to the bare bone. A moist boracic dressing was kept on, 
and iodoform was now and again introduced into the sinus* 
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After a time recurrences above the wrist became evident, and 
she was readmitted February 25, 1891, for operation, when it 
was found that her urine contained ^ albumen. Except pallor 
^md sickly aspect, there were no other symptoms. The 
albumen slowly disappeared, and on July 10 she again 
entered hospital. She then had a fluctuating swelling, 
chiefly on the ulnar side of the palmaris longus, and 2 inches 
long ; no palmar swelling. Movements of thumb and fore- 
finger perfect ; the tip of neither fourth nor fifth finger can 
be made to touch the palm by i inch. The little finger 
-cannot be fully extended — it never could be, the patient said. 

July 11. — Operation. Vertical incision from 2^ inches 
above fold of wrist to midway between it and roots of fingers ; 
■anterior annular ligament divided; a large compound ganglion 
found attached chiefly to tendons of fourth and fifth digits, 
and dissected off these and other tendons; no disease of 
•carpus found. Ligament sutured with chromic gut, wound 
rubbed with iodoform paste, skin brought together with 
horsehair, and wound collodioned. Elastic pressure applied. 
Little pain followed, and the patient soon began to move her 
fingers. On one or two occasions a little bloody fluid had to 
be let out by the passage of sinus forceps between the lips of 
the wound, and on August 5 a slight recurrence at one spot 
in the skin wound was scraped out, after which it healed and 
has since remained sound. 

November (end of). — ^Thumband ring-finger swelled and 
became stiff ; she was at Oxford during the floods. Got better 
with hot bathing. 

December 23. — ^Little or no difference between thumbs ; 
nearly i inch in circumference of roots of third fingers; 
fluctuation clear in flexor sheath. 

January 6th, 1892. — Some improvement from iodine. 
This soon came to a standstill. 

February 3. — Fluid drawn off, sheath filled with glycerin 
and iodoform ; acute suppuration resulted. An incision was 
made on 5th ; discharge continued for about a month. 

Case. 3. — J. N., ast. 52, admitted to Charing Cross Hos- 
pital on November 20, 1891. Twelve months ago swelling of 
the left knee began above and outside the patella, and gra- 
dually spread over the synovial membrane without causing 
any pain; but the joint got weaker and weaker, and two 
months ago patient had to lie up altogether. 

On admission the knee was fixed in a semi-flexed position. 
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was considerably swollen^ and presented the nsoal signs of 
advanced tubercular arthritis. 

On November 24 an artbrectomy was done by means of a 
slightly curved incision^ 8 inches long and convex to the 
rights so as to mark out a short wide flap^ which was raised 
to the mid-line; the quadriceps tendon^ the patella^ and 
the patellar ligament were then divided vertically in the mid- 
line; the much-thickened synovial membrane of the supra- 
1>atellar pouch was next dissected out on each side of the mid- 
ine^ but not without difficulty. By forcibly flexing the knee 
the crucial ligaments were exposed, cleaned, and were shown 
to be healthy ; but the disease was found to extend along the 
popliteus tendon. This prolongation was carefully cleaned 
out after division of the external lateral ligament. The bones 
were rather curious. On the inner femoral condyle, about 
the semilunar sulcus, there was a low mound of cartilage, 
half an inch across, irregular on the surface, into the substance 
of which ossification had extended. Grouging showed no evi- 
dence of tubercular change in the substance of the condyle 
here. Along the margin of the external condyle, where it 
bounds the intercondylar notch, the cartilage had been eaten 
away by a synovial fold. Where the two bones (femur and 
tibia) had long pressed against each other cartilage had dis- 
appeared by simple atrophy, the apparently healthy articular 
surfaces of the bones being in direct contact. The joint was 
scrubbed with perchloride lotion, smeared with iodoform 
paste, and nearly straightened. The patella was united with 
thin silver wire, the tendons with catgut, and over this line 
of union the short skin-flap was laid and fixed by a continuous 
horsehair suture. The limb was placed in a Thomas's splint, 
and firm pressure applied over a large wool dressing. 

December 19. — Dressed; wound healed; splint removed^ 
He soon gained some movement, which was accompanied by 
loud grating. 

On the 26th a back splint was applied to prevent a ten- 
dency to persistent flexion, which was becoming apparent. 

The patient now got about on the leg, '* as well as on the 
other,'' he said. The splint was not worn many weeks, and 
when it was removed movement from almost complete ex- 
tension to nearly a right angle was gained, and the patient 
walked with but slight lameness. 

Three weeks before admission {i. e. in the last days of 
October, 1891) pain appeared in right wrist; it soon went, 
and was followed by painless increasing swelling, which on 
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admission extended from li inches above to 1^ inches below 
the annular ligament ; largest above and of semi-solid con- 
sistence. The mascles of the thenar eminence were greatly 
atrophied, the hypothenar to a less extent ; the base of the 
latter eminence was considerably swollen (fluid ?). On the 
back of the wrist there was sweUing along the extensor ten- 
dons of the thumb. Side-to-side movement was easily ob- 
tained in the joint ; it caused no pain, but was accompanied 
by a good deal of soft crepitus and clicking noises. The part 
was nearly useless. 

During the treatment of the knee a few injections of 
ethereal solution of iodoform were made into the wrist-joint 
and the compound ganglion; they seemed to cause much 
pain, which, however, did not last long ; one injection into the 
swelling on the extensors of the thumb caused it to diminish 
very rapidly and markedly. No real advance being made, 
on February 6, 1892, a four- inch incision was made on the 
radial edge of the extensor carpi ulnaris ; then the radio-ulnar 
joint was opened and found to be tubercular, and a nodule of 
tubercular tissue was discovered projecting between a carpal 
and metacarpal bone. It thus became clear that all the 
synovial membranes in this neighbburhood, except that at 
the base of the thumb, were involved. The only way to get 
at it was to resect the carpus, and to do this the tendon of 
the flexor carpi ulnaris was divided between two sutures. 
Through the gap developed by abduction and flexion of the 
wrist it was fairly easy to remove the carpal bones one by one 
until the trapezium was reached. This was left, the joint 
between it and the thumb being apparently sound. The 
unciform process and the main mass of the pisiform were left. 
The bones removed all appeared healthy, as also did those 
left, so the disease seemed to be of synovial origin. The 
whole cavity was now most carefully gone over with a sharp 
spoon, as also was the radio-ulnar joint, the triangular fibro- 
cartilage of which it w.as necessary to remove. Finally, after 
rubbing the whole surface well with dabs in 1-500 percUoride 
lotion, the wound was temporarily plugged with similar dabs. 
A five-inch incision along the radial edge of the palmaris longus 
was carried down into the palm and through the annular 
tegument. The median nerve was at once seen, and had upon 
it a fusiform swelling about 1 J inches long, in which all trace 
of its bundles was lost. There was no connection between 
the nerve and the morbid tissue surrounding the flexor 
tendons. No doubt this accounted for the wasting above 
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noted. The median being held aside^ all the flexor tendons 
were carefully cleaned. The wound now opened freely into 
the original cavity. It was similarly cleaned with 1-500^ and 
then the whole wound was smeared with iodoform paste. The 
tourniquet was removed and the wound closed. A wool 
dressing was applied with a firm bandage^ the fingers and 
thumb being left free. Pain was considerable^ apparently 
from pressure^ as it went when the bandage was loosened. 
Active movements were free^ and painless from the first. 

On the eighth day both wounds seemed healed^ but the 
dorsal one gaped a little subsequently. A Carres splint was 
worn for a mouthy and then all support was removed. 

With regard to the result of the above treatment, it may 
be said that at least such movement as was present at the 
time of operation will be preserved ; more may be gained. It 
seems possible to free the patient from the disease with at 
least as much certainty as arthrectomy offers in cases of joint 
disease. 



Xin. — Obscure affection of the Soft Palate. By Felix 
Sbmon, M.D. Exhibited March 25, 1892. 

THE patient is a married woman, sat. 22, who has attended 
for some time as an out-patient at the Throat Depart- 
ment of St. Thomas's Hospital. She complains of soreness 
in the throat and swelling of the glands since August last. 
The affection began with a cold followed by swelling of the 
gums, and when this subsided the throat became bad and the 
glands in the neck swelled. At first only irritation in the 
throat was felt, which gradually got worse. At present the 
throat is very painful one day, whilst the pain is hardly 
noticeable another. Swallowing of hard substances hurts. 
The tongue has never been affected. Previously the patient 
has often suffered from sore throat, and had had fits until 
the age of eighteen. The family history is good. The 
patient herself had pneumonia and pleurisy when twelve 
years of age, but no other serious illness. She married two 
years ago; her husband is consumptive and comes from a 
consumptive family. She has had no children and no mis- 
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carriage. There is a ffood deal of dysmenorrlioBa, bat there 
is no history and no other evidence of syphilitic disease. 

On examination of the throat when the patient first came 
to the hospital^ a slight infiltration of the mucous membrane 
of the pillars of the &nces and of the tonsils themselves was 
seen, which appeared in part greyish red, in part more 
vividly congested. The surface of this was in part granular^ 
in part superficially ulcerated, and the whole looked very 
much like a case of commencing tuberculosis of the palate. 
Although the lungs and the larynx were not found to be 
affected, local treatment by lactic acid was commenced, in 
the belief that this might possibly be a case of primary 
tubercular disease of the palate, but no success was obtained. 
The infiltration on the contrary spread gradually over almost 
the whole of the soft palate, becoming at the same time more 
raised and assuming a more angry look. At present it 
affects almost the whole of the soft palate, ending in front 
with two serpiginous semicircular lines near the border of 
the hard palate, the left side being a little more affected than 
the right. At the same time the ulceration just at the base 
of the uvula, which also is affected, is at times a little more 
developed. The infiltrated part strongly contrasts with the 
neighbouring healthy mucous membrane in appearance. 

Sometimes the surface of this infiltrated part appears 
uniformly red and simply granular, on other occasions irre- 
gular greyish lines, looking like epithelial opacities and much 
resembling the margins of the condylomata of secondary 
syphilis, are seen on it. The similarity, indeed, at times to 
secondary syphilis of the palate was so great, that energetic 
specific treatment had been resorted to, but neither various 
mercurial preparations nor iodide of potassium had had the 
slightest influence upon it. The infiltrated part is sometimes 
very tender te the touch, as are also the considerably en- 
larged cervical lymphatics underneath the angles of the jaw 
on both sides. 

The case is brought forward for suggestions as te diag- 
nosis and treatment. Purposely no local interference what- 
ever has taken place since the failure of the lactic acid 
treatment, in order to show the members of the Society the 
exact condition. The opinion has been expressed that the 
disease of the palate is analogous to the so-called '^ geo- 
graphical tengue;'' but apart from the fact that so far as 
my literary knowledge goes no such affection has ever been 
observed on the palate, the intensity of the pain, the occur- 
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rence of actaal alceration^ and the swelling of the glands 
seem to differentiate it even clinically from that affection^ 
thongh I myself inclined to the belief that the case is of a 
parasitory nature. After the demonstration scrapings will 
be made microscopically^ and, if possible, also bacteriologi- 
cally examined. (For comparisons sake a genoine case of 
tuberculosis of the palate occurring in a woman of about the 
same age was shown, which had already been considerably 
benefited by scraping and local applications of lactic acid.) 



XIV. — A case of {?) Congenital Malformation of the 
Larynx and TroA^kea^ with (?) Diverticulwm of the 
(Esophagus. By Felix Semon, M.D. Exhibited 
March 25, 1892. 

MS., ast. 26, spinster, came to the Throat Department of 
• St. Thomas's Hospital in the beginning of this year 
complaining of thickness in the throat and occasional re- 
gurgitation of undigested food an hour or more after meals. 
This had been experienced for some time, and she had especi- 
ally observed that the white of hard-boiled eggs used to come 
back into her mouth one to one and a half hours after her 
meals. 

The pharynx and oBsophagus, so far as visible, are perfectly 
normal, and a big as well as a small bougie have been easily 
passed into the stomach without encountering any obstacle. 
At the same time the external configuration of the neck 
attracted attention. 

On examination it is found that externally the thyroid 
cartilage is more prominent than, as a rule, it is in women, and 
that additionally the larynx seems to stand much lower in the 
neck than under normal circumstances, the distance between 
the most prominent part of the thyroid and the chin being 
2 inches, and the distance between the same part and the 
suprasternal notch being only 1^ inches. The projection and 
the displacement are very conspicuous. 

On palpating the larynx, it is found that the two halves of 
the thyroid are not united in front by firm cartilaginous but 
merely by a thin ligamentous connection, and that the finger- 
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nail can be easily introduced into the fissure thus resulting. 
The right half of the thyroid also distinctly overlaps the 
left one. 

On laryngoscopic examination a very striking picture is 
seen. The right half of the larynx stands somewhat higher 
than the left^ but the most remarkable feature of the laryngeal 
image is that one can look right down into the right ventricle 
of Morgagni, and that the right vocal cord is visible along its 
entire breadth^ a condition of things which I have never seen 
before. The vocal cords move well in respiration, and com- 
pletely touch one another in phonation. 

Immediately below the larynx the trachea appears to be 
somewhat pushed inward from the right side, and the right 
lateral wall is distinctly visible for some distance. Where 
this recedes into the normal position lower down, apparently 
a similar condition begins on the left side, and at the lowest 
part of the field of vision, i.e. where one would expect to see 
the bifurcation of the trachea it seems as if the left lateral 
wall was strongly pushed inward by some extraneous influence. 
At this point, with good light, a very strong pulsation can be 
seen, such as would be communicated to the wall of the 
trachea by a very large vessel immediately adjoining it. On 
external examination of the neck and chest, however, no 
explanation whatever can be found for this apparent displace- 
ment of the trachea. There is no aneurysm either in the neck 
or in the chest ; no tumour can be made out which might be 
thought to compress the trachea, and altogether no other 
abnormalities can be found. '* Tracheal tugging" was sought 
for, but not detected. 

I am at a loss to give an explanation of these apparent 
malformations of the larynx and trachea. I have carefully 
inquired into the patient's antecedents and family history, 
but there neither is any history of injury from early youth 
onwards through which such changes as those present could 
have been produced, uor any family history of congenital 
malformations or other deviations &om the normal. The 
CBSophageal affection also is to some extent obscure, though 
the probabilities are, of course, in favour of the existence of 
a diverticulum. 

I am not aware that a similar case had ever been recorded 
in literature, and I bring the case forward in the hope that 
some light may be thrown upon it by members of the Society. 
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XV. — Thyrotomy for Laryngeal Cancer : cure. By Felix 
Semon, M.D. Exhibited March 25, 1892. 

IN this case I performed on June 2, 1891, thyrotomy for 
malignant growth of the left ventricular band and ven- 
tricle of Morgagni. The patient is a gentleman aged thirty- 
eight. The growth is a squamous-celled carcinoma. 

The patient recovered without any incident whatsoever, 
and there is so far no trace of recurrence. The main reason 
why he is shown to the Society is the excellent result so far 
as phonation is concerned. Although all the soft parts on 
the left side of the larynx, including the left vocal cord, have 
been removed, the patient^s voice is practically normal, as 
members of the Society will convince themselves. The situa- 
tion of the former growth is occupied by a smooth cicatrix, 
with a prominent ridge corresponding to where the left vocal 
had been, and the right vocal cord crosses to some extent the 
middle line and almost touches this ridge. The case will be 
more fully described on a future occasion. 



XVI. — A case of Transposition of the Thoracic and Ah^ 
dominal Viscera with Morbus Goeruleus. By Abthue 
T. Davies, M.D. Exhibited March 25, 1892. 

ROBERT M., ast. 10, was admitted as an out-patient into 
the Royal Hospital for Diseases of the Chest on March 
Sy 1892, complaining of constant cough, shortness of breath, 
and hoarseness. His only previous illness was measles. 

Present condition. — The boy has a general dusky bluish 
appearance, with lividity of tip of nose, ears, and lips ; the 
fingers are clubbed somewhat and cold, and also the toes pre- 
sent a similar condition. 

The chest shows a distinct flattening over usual area of 
cardiac dulness on left side; a faint impulse synchronous with 
the hearths action is felt. 

On the right side of the sternum is seen a distinct pulsa- 
tion corresponding to the cardiac impulses. The area of car- 
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diac dulness is placed entirely on the right side of the chesty 
and extends from the parasternal line to the right nipple line. 
The upper border of the superficial cardiac dnlness extends 
from the junction of the second right costal cartilage with 
the sternum to the apex beat^ which latter is felt on the fifth 
right intercostal space, just below right nipple. A loud 
systolic murmur is heard over the right second intercostal 
space^ where it is most marked, but it can be heard all over 
the cardiac area, and over the right lung behind. 

The liver is found to be situated on the left side ; the super- 
ficial dulness begins at the upper border of the left sixth rib 
and extends to costal margin in nipple line. The lower edge 
can be distinctly felt on deep inspiration. 

The tympanitic resonance of the stomach is to be detected 
below right costal margin. 

The splenic dulness is found on the right side about ninth 
and tenth ribs. 

The urine is normal. The boy is ri^A^-handed. There is 
no history of fright before birth. 



XVll. — Two cases of Splenic Leucoq/thcemia. By 
William M. Oed, M.D. Exhibited March 25, 1892. 

CASE 1. — Leucocythsemia aggravated by acute nephritis, 
greatly diminished on cessation of nephritis. The patient, 
Gr* B., an Italian, 8Bt. 36, a seUer of ice-creams, was admitted 
to St. Thomas's Hospital on February 3, 1892. He appears to 
have lived many years in Paris. No history whatever of his 
having had any attack of malarial fever can be obtained. 
He appears to have had rheumatic fever when about sixteen 
years of age. He first noticed swelling on the left side of 
the abdomen five or six months ago, and was treated by a 
doctor in Paris for an enlarged spleen. Daring the five 
months he has been getting slowly weaker and losing flesh. 
On February 4, 1892, he noticed for the first time swelling of 
his legs, followed by puffiness of the face, and further enlarge- 
ment of the abdomen. He has had no haemorrhages of any 
kind. When admitted to the hospital, he presented a very 
considerable enlargement of the spleen, extending to the 
umbilicus and downwards, filling the left hypochondriac. 
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lumbar, and part of the left iliac region. Its greatest breadth 
was H inches, its greatest length the same. No notch conld 
be felt. Without going into further details, it may be stated 
that the tumour had every appearance of being an enlarge- 
ment of the spleen. The liver was distinctly enlarged, 
extending at least two inches below the costal marg^. There 
was a considerable amount of ascites, and oedema of the 
abdominal walls of the lower part of the back, and of the 
legs. The blood, examined by Dr. Sherrington, showed a 
considerable decrease of red corpuscles, and a more marked 
increase of white corpuscles. The red corpuscles formed 
imperfect rouleaux. The corpuscles were irregular in size 
and shape. The white corpuscles were also abnormal in form 
and size, many of them being larger than they should be, 
having a sharp cell-like outline and coarsely granular con- 
tents. The hsBmoglobinometer showed a greater deficiency 
of haemoglobin than of corpuscles. The blood did not clot 
with its usual rapidity. The urine was diminished in quantity, 
of specific gravity of 1010, and contained 4 of albumen. 
Under the microscope it presented free blood, hyaline and 
granular casts, crystals of uric acid. On examination of the 
eyes with the ophthalmoscope, both the discs were found to 
be slightly hazy, and were surrounded by numerous feathery- 
looking haemorrhages, larger in the left eye than in the right. 
It was obvious that the patient was suffering from a recent 
nephritis in addition to his splenic leucocythsemia. The 
nephritis was first treated, and its symptoms speedily dimin- 
ished. A week after his admission Liquor Arsenicalis was 
prescribed in doses of eight drops three times a day. This 
was on the 29th of February. To-day, less than a month 
after the commencement of this treatment, the patient shows 
extraordinary improvement. The dropsy has nearly disap- 
peared, the urine is abundant and contains very little albumen, 
the spleen has fallen to less than half of its original size, and 
the blood presents only a very slight increase of white cor- 
puscles. It appears to me probable that the nephritis had 
caused a rapid increase in the size of the spleen, and in the 
amount of leucocythsemia, and that on the subsidence of the 
renal complication, the splenic condition turns out to be not 
so serious as at first appeared. The liver also has decreased 
considerably. Under these circumstances I find it difficult 
to measure the remedial effect of the arsenic, which he has 
been taking for nearly a month. It is interesting to note that 
a fortnight ago he had epistaxis of no considerable amount 
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for a whole day. This and the retinal haemorrhage might 
have been due either to the leucocythaemia or to the renal 
affection, perhaps to both. 

Cass 2. — Leucocythsemia aggravated by acute mttco-enteritis 
much diminished on cessation of muco-enteritis. V. C, a 
schoolmaster, sat. 40, was admitted to St. Thomas's Hospital 
on the 15th of April this year. He had had no serious ill- 
ness until seven months ago, when his abdomen began to 
swell. After this he was subject to vomiting for some time. 
Three weeks before admission he was attacked with pain in 
the abdomen, gradually increasing in severity. Four days 
before admission diarrhoea began. He has been subject to 
epistaxis, and had, about a year ago, prolonged bleeding after 
the extraction of a tooth. Since then his gums have been 
very apt to bleed. At the time of admission a firm, solid 
tumour could be felt emerging from under the left costal 
margin, stretching obliquely across the abdomen towards the 
umbilicus, filling the left flank, and extending downwards to 
a line joining the two anterior superior spines of the ilium. 
At the level of the umbilicus a distinct notch could be felt. 
The splenic dulness extended upwards to the seventh rib in 
the axillary line. The liver was decidedly enlarged. There 
was no dropsy. As regards the eyes, it must be stated that his 
sight had been getting dimmer during the preceding three 
weeks. Both optic discs were red and hazy, the right more 
than the left. The veins were greatly enlarged and tortuous ; 
a few small haemorrhages were seen in the neighbourhood 
of each disc, more numerous on the right side ; some whitish 
streaks were observed in the right retina. The urine was 
of sp. gr. 1020, was acid, and contained no albumen or sugar. 
A trace of albumen was subsequently found. The blood, exa- 
mined by Dr. Sherrington, contained an excess of white cor- 
puscles amounting to 16 to 1 of the normal proportion. They 
were larger than normal, were most of them perfectly spheri- 
cal, contained a number of large granules, and for the most 
part did not exhibit any amoeboid movements. The red cor- 
puscles looked soft, tailed easily, and did not form proper 
rouleaux. The diarrhoea, which was not accompanied by 
haemorrhage, was first treated with bismuth and opium. At 
the end of a fortnight it had ceased, and 5 drops of Liquor 
Arsenicalis, with 15 gr. of hypophosphite of soda, were pre- 
scribed on February 26, to be taken three times a day. Up 
to the commencement of arsenical treatment the spleen had 



304 Living Specimens. 

increased in size, extending more than two inches to the 
right of the umbilicus, but between this date and his dis- 
charge from the hospital on March 14 it receded very con- 
siderably. The patient improved rapidly in health, was free 
from diarrhoea, and was able to be up and about the ward 
without discomfort. He was discharged at his own request. 

This case was evidently of longer standing than the case 
previously described. 

The temperature was normal throughout, excepting on 
one day, when it rose to 101 '4°. Swollen and readily bleed- 
ing gums, epistaxis, and diarrhoea belonged to the class of 
complications characteristic of the disease. It is interesting, 
however, to observe that while the diarrhoea lasted the spleen 
continued to increase in size. In this case, as in that first 
presented, there existed at the time of admission to hospital 
an acute inflammatory condition (muco-enteritis) complicating 
the affection of the spleen, and intensifying the leucocythaemia. 
On the cessation of the inflammatory process the spleen was 
seen in its real stage of affection. The observations seem to 
me of much interest, particularly in relation to the apparent 
effect of drugs in relieving the disease. It is clear that we 
may in certain cases recognise aggravating complications of 
a removable kind, and in treating them may do much for the 
general relief of the sufferer. 



XVIII. — Neuritis following a fractured arm. By John 
R. LuNN. Exhibited April 22, 1892. 

ELIZA K., set. 38, was admitted January 14, 1892, into St* 
Marylebone Infirmary, as she was unable to follow her 
occupation as a lady's-maid, on account of the pain in the 
right arm and hand when she attempted to use her arm. 

She stated that she fell through a skylight and broke her 
right arm on June 27, 1891. She went to St. Bartholomew's 
Hospital and was there seven weeks The fracture was said 
to have been comminuted and she thinks compound. Ever 
since the accident she has had pain over the seat of fracture 
(lower end of right humerus) on movement, and occasional 
darting pains when the arm is at rest. 
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On admission there was a great deal of thickening over 
the lower end of the right hnmems. There were two promi- 
nences ; one on the inner side and one on the outer side^ the 
latter being the more prominent. Pressure over either of 
these places caused much dull pain. The pain on movement 
commenced from a point over the outer prominence about 
three inches above the external condyle, travelling down the 
outer side of the arm and forearm. The right humerus was 
one inch shorter than the left, and the extensor muscles of 
the right hand seemed stronger than the flexors. There was 
some slight ansesthesia of the index and right ring finger, 
and the nerve affected apparently was the median on the 
inner side of arm. The nerve on the outer appeared to be 
some branches of the musculo-spiral. The grasp of the 
right hand was weaker than the left. Massage, faradic 
cement, blisters, &c., were tried without any improvement. 

On February 16, 1892, a four-inch incision was made 
from the external condyle upwards over the tender spot ; after 
retracting the muscles, a spicule of bone was immediately 
found attached to the lower third of the humerus, some 
filaments of the musculo-spiral nerve were found crossing 
over the sharp edge of the spicule of bone. The periosteum 
having been elevated over the prominent piece of bone this 
was removed with the bone lorceps, and the wound well 
washed out with carbolic lofcion, and dressed antiseptically. 
The patient made a good recovery. 

As the pain and numbness still remained in the fingers 
corresponding to the distribution of the median nerve, it was 
decided to explore the prominence on the inner side of the 
arm. 

On March 16, 1892, a four-inch incision was made over 
the biceps muscle, corresponding to the incision for the liga- 
ture of the brachial artery, the vessels were pulled with the 
median nerve to the inner side, a prominent round piece 
of bone (callus ?) was then found about three inches from the 
internal condyle on the inner and front side of the lower 
one third of the humerus ; this was gouged away and dressed 
antiseptically, and the arm fixed in a plaster-of-Paris splint. 

Since the operation the grasps of the hands appears 
about equal. No ansesthesia of the index and ring fingers 
now exists. 
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XIX. — A case of Myxoedema in a male successfully 
treated by injections of sheep^s thyroid juice. By 
Arthur T. Davibs, M.D. Exhibited April 22, 
1892. 

GEORGE W., 8Bt. 43, I exhibited at this Society in Feb- 
ruary, 1887, when he presented the typical features 
of myxoedema. The details of the case are given in full in 
the Society's volume for 1887, p. 267, The accompanying 
photograph shows very well what his condition was at that 
time. In October, 1891, he became more helpless, and was 
admitted an inmate of the Hackney Union Infirmary at 
Homerton under the care of Dr. Grordon, where, at my sug- 
gestion, for four months he has been treated with subcuta- 
neous injections of thyroid juice twice a week. The improve- 
ment is most marked in every respect. The facial aspect has 
entirely changed, and the cedema which disguised the real 
features has subsided. This is especially to be noted in the 
eyelids. The hands are now natural in size, but the gums are 
still somewhat spongy and teeth loose; the voice is also 
monotonous. 

Dr. Gordon writes me that in his opinion the man has 
vastly improved whilst under the present treatment. He is 
a different man, both mentally and physically; and this 
accords with the patient's own statement, that he feels en- 
tirely different to what he was formerly, and that he feels 
now as lively as a cricket. He has lost 12 lbs. in weight; 
there has been a slight rise in temperature, which was 
characteristically subnormal, and also there has been some 
diuresis. 



XX. — A case of Myxoedema. By Arthur T. Davies, 
M.D. Exhibited April 22, 1892. 

JANE L., 8Bt. 62; bom in London; always enjoyed good 
health; is married; had ten children, all of whom are 
living except one. Her father died of gout at seventy-one years 
of age, and her mother of congestion of the liver at seventy- 



DESCRIPTION OF PLATE V. 

To illustrate Dr. Arthur T. Dayies' Case of Mjxoedema treated by- 
Injections of Sheep's Thyroid Juice. 

Fio. 1 shows condition of patient before commencement of treat- 
ment, the disease having begun in 1879. The photograph was taken in 
1887, but the aspect was practically the same up to December, 1891. 

Fio. 2 shows condition after the treatment of three and a half months 
by sheep's thyroid juice injections, of which twenty-five were given 
from December 17, 1891, up to March 30, 1892. Photograph taken in 
April, 1892. 
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four. Slie first noticed between two and ihree years ago an 
alteration in her facial aspect^ and especially that the eyelids 
were swollen. This was followed by an increase in the size of 
her hands and feet, so that she had to wear larger gloTes and 
boots. She also complained of general weakness, slowness of 
moTements, and impairment of memory. Aboat eighteen 
months ago her attention was drawn to the dryness of her 
skin, which she says comes off like dast, states that her Toice 
is slower and more monotonous, and that it is only during the 
last four months her bodily condition has increased in siie. 
Is more placid than formerly, but at the same time if npset 
she feels it so much, and that everything is a trouble. Patient 
presents the most characteristic aspects of hebetude; the 
hair on vertex is thin, the forehead lemon-tinted, the eyelids 
swollen with elastic oedema, the cheeks puffy and presenting 
the delicate porcelain pink flush, sharply defined, the nose is 
thickened, there is distinct fulness above the clavicles, the 
thyroid cannot be felt. The heart sounds are distant, the 
hands expressionless, and skin very dry ; feet show oodema 
similar to hands. Temp. 98*6 ; nrine contains no albumen. 
There have been no haemorrhages in this case. There is the 
nsnal presence of moles. 



XXI. — Cavernous Angioma of the Lanpt^r. By Pekct 
Kjdd, M.D. Exhibited Jlaij 27th, 1892. 

DS., aet. 40, a Dutchman, came to the out-patient room 
• of the London Hospital in January, 1892, on account 
of dyspeptic symptoms and a troublesome affection of the 
voice. During phonation his voice would frequently break 
into a whisper, and he experienced a slight choking sensa- 
tion. This symptom had existed for about six months. 

Physical examination revealed no disease except in the 
larynx. A smooth imperfectly bilobed tumour of pink colour, 
and of the size of a small bean, was seen to be attached to 
the anterior half of the right vocal cord by a flat ribbon- 
shaped pedicle. The appearances of the tumour is shown in 
the accompanying diagram made at the time. 

During inspiration and sometimes during phonation tho 
tumour slipped down below the cords into the subglottic space. 
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but on coaghingor loud speaking it was jerked upwards again 
and impacted between the vocal cords. The movements of 
the right cord were very slightly impaired. In other respects 
the larynx was normal. From its smooth surface the tumour 
was thought to be probably a fibroma. After cocainisation 
the growth was removed in three pieces with Mackenzie's 
cutting forceps. Scarcely any haemorrhage occurred. The 
ledge of the right cord presented a slightly ragged outline 
after removal of the tumour, but a few days later the anterior 
portion assumed a swollen, congested, bulbous appearance. 
The galvauo-cautery was then applied lightly to the swollen 

Fi0. 26. 




portion, and the cord rapidly resumed its normal shape. A 
slight degree of congestion and thickening of the anterior 
end of the right vocal cord still persists, but the patient^s 
voice is normal, and all laryngeal symptoms have disappeared. 
On microscopical examination, the tumour proved to be a 
cavernous angioma, consisting of vascular spaces of various 
sizes, with endothelial lining and fibrinous walls, containing 
blood, and, in places, organising fibrin. The surface of the 
growth was invested with laminated pavement epithelium. 
In the British Medical Journal, 1888, the writer has recorded 
a very similar case. In both instances the neoplasm was 
attached to the vocal cord by a flat band-like stalk. It is 
worthy of note that in neither case did any marked haemor- 
rhage follow the removal of the angiomatous tumour. 
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